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bj a sheet of rubber protecti>e sutured to the skin along the 
line of Poupart s ligament The area above this ligament was 
then prepared in the usual wa> A right rectus inasion was 



oShwth clfthgtptdgthghthp gdPpt 
Igmtmdf thpp f Ivgth t git 6hw the 
loop ftt ptddthpotfse ddd h'A 

the d t d t m itipl t d 

then made and the two ends of the gut ending in the fistula were 
isolated Each gut was then grasped between two forceps 
(Fig 694 b) and cut The ends of the gut ending in the fistu 
lous opening were then cauterized and turned down for attention 
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later The other ends v-ere then closed and a side to side 
anastomosis made (Fig 694 c) and the anastomosed area dropped 
back into the abdomen The loner ends which had been packed 


f 



Fig 695 — ^The abdominal -wound ha3 been closed and the side to side 
anastomosis is shown in situ The lower wound is shown completely closed 
There should be a gauze and tube dram at the lower end 

off with hp toisels were then attacked (The rectus incision 
ma> be closed at this time (Fig 69ol or protected and left open 
imtil the fistulous ends ha\e been remo\ed If it is closed at 
once the pack must be so placed that it can ea5il> be remoaed 
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from beloTv ) The masion made at the time of strangulation, 
bj her attendant was arcuroscnbed and granular area gut and 
all freed The two end of gut together with the pack protect 
mg them were then withdrawm Thi wound was then closed 
except a drainage opemng 

It is somewhat easier to prolong the lower end of the inusion 
downward o\er Pouparts ligament and pulling on the end of 
the intestines rolling them o\er and outward as one approaches 
the fistulous opening This 1 the simple t method and best 
adapted to the inexpenenced The objection is that the wound 
will become infected about the fistulous opemng and this ma> 
extend some distance upward leawng a weak scar with possible 
subsequent hernia This is a minor matter and can be repaired 
later Better this than expending too much time coaxing the 
guts through an opening below 

After course — The wound m the abdominal wall closed 
ideallj except for two stitch abscesses There was some sup 
puration m the line of the lower inasion but healing was com 
plete m a month Neither scar has weakened since the opera 
tion and the patient has remained well 

Comment — so operating one has a clean abdomen m 
which to make the anastomosis and one can protect the area 
with a fair degree of ccrtaint> from contamination The second 
operation should be o timed that the intestinal loops in the 
abdomen are still m a state of partuJ reaction because they are 
then in a state better to defend themsehes against such infection 
as ma> inadvertentlj enter the wound from the fistulous area 
The proper time for the- operation is after the patient has fulij 
recovered from her obstruction and before all reaction in the 
gut coats has sub ided Thi tune may be placed omewhere 
betw een the third and eighth week It is true there will be more 
trouble with adhesions resulting from the obstruction than would 
be the case after the lapse of a few more months but the added 
safetj will more than compien ate for the increased difficulty 
m technic Besides the patient is always anxious to be nd 
of the stinking mess at the earhest po sible date 

operating m two sta es the mortahtj 1 greatl> reduced 
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becau'se the patient disturbed b> the strangulation is not in 
good condition to stand an operation of a duration of half an 
hour or more \\Tiat is equallj as important the gut at the 
time of strangulation maj not shon the extent of probable 
necrosis After reaction has taken place one ma> mth certaintj 
select a point of unquestioned Mabihtj 

Case II — Necrosis of the Gut from a Strangulation Over a 
Meckel Diverticulum — A farmer aged fort\ six vras brought to 
the hospital for relief of a gut fistula 

Htslory — Following an acute generalized abdommal pain 
he had \ omiting and distention The diagnosis of acute strangu 
lation was made At operation a loop of gut was found im 
pnsoned behind a band from a Meckel diierticulum A seg 
ment of gut about la inches m length nas mtenseh black and 
showed no endence of MabiUtj after the usual tests This 
loop n as pulled to the left of the inasion including 4 inches of 
apparentl) health) gut The gut nas carefull) sutured to the 
peritoneum and then the line of suture packed off with gauze 
and the remainder of the nound closed The loop of necrotic 
gut reached to a point on the le\el of the anterior supenor spme 
This terminus of the loop nas carefull) nailed off from the 
nound and drained This relie\ed the mtestmal obstruction 
In about a neek the necrotic gut had sloughed and the remaimng 
slumps of health) gut n ere tnmmcd off to the Ie\ el of the wound 
now safel) healed 

The patient non enters the hospital to be nd of the mtestinal 
fistula This is diagrammaticall) represented m Fig 696 It 
consists of a double barreled tube opemng on to the surface of 
the abdomen 

The first act n as to secure an opemng from loop to loop This 
nas accomphshed b\ the nell knorni stunt of cutting aero s 
the ‘septum b) gradual pre sure of a spnng forceps These for 
ceps arc passed nath one limb down either gut lumen The ^pnng 
presses the tno gut surfaces together securing adhesion b) the 
pressure of these tno surfaces (Fig 696 a) After about ten 
da)s the tissue grasped b) the forceps had cau'^ed necrosis and 
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a State shown m Fig 696 b will Iia\ e been obtained There 



th fist 1 d sect d t dth dtmda 

IS a restoration of the lumen of the gut mth a fistulous opening 
leading to the surface of the abdomen The problem then 
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IS to get nd of the small fistula remaimng The opening i^as 
surrounded bv a subcutaneous suture shutting it off The 
abdomen v.as cleansed and the opening sealed with collodion 
The fistulous tract nas then arcumscnbed by an elliptic in 
asion and followed donn to the gut cut off and in\erted and 
the gut dropped (Fig 696 c) 

A simpler way is to dissect out the fistulous tract doi\n to 
the pentoneum only tymg it off and closing the wound above 
This saves openmg the peritoneal cavitj but leaves the gut 
fastened lo the anterior abdominal wall 

It IS well to allow some weeks or months to elapse after the 
forceps have cut through the septum before the closure of the 
openmg m the abdommal wall is attempted Once the fecal 
current can pass direct the openmg qmcUy narrows down ma 
tenallv 

The theoretic objection that when the gut is left attached 
to the abdommal wall a new strangulation may form later must 
be admitted This however has not happened in m> expen 
ence 

Comment — B> following the conservative line indicated 
m the case here reported improves enormouslj the prognosis 
Immediate anastomosis in acute obstruction has a very high 
mortaht> in the hands of the cxpenenced operators and in 
the hands of the novice is nearly alwajs fatal There is the 
objection that a nast> fistula is produced and the convalescence 
is much prolonged But a convalescence even if prolonged 
IS better than a nice smooth fatalit> 




CHRONIC TRAUMATIC EMPYEMA CAVITY LINED BY 
SKIN FLAP 

History — The patient a farmer aged fort> six came in 
■with a complaint of a sinus in his left side 

One >eT.r ago the patient was acadentall) hit in his side 
while moving a sto\e There was no breaking of the skm no 
swellmg and no considerable soreness One month later he 
fell and struck the same side against a sharp object There w as 
slight sw eUing following but no break m the skin There w as 
soreness for a short time with the swelling but rubbing the site 
caused the swellmg to disappear In one month a permanent 
swclhng appeared He worked as usual and paid no attention 
to the swelling This spot remamed all winter and at har\est 
It broke and began discharging pus and has continued discharg 
ing smee Three w ceks ago the patient caught cold m the smus 
followed b> shortness of breath and temperature to lOo F 
Osteopathic treatment rehesed the fe\er in two or three da>s 
and there has been no fe\er smee There has been occasional 
cough and he has gotten shorter of breath the last w eek or tw o 
His gener-il health has always been good and his appetite 
remained good until the past week There was no loss of weight 
until the last three weeks but dunng this lime he has lost 17 
pounds 

Exammation (W W Holley ) — Patient does not look acuteU 
ill nutnlion is fait the skin warm and elastic The eses react 
to light and accommodation the teeth has e some repair w ork 
there is* some retraction of the gums from piorrhea The chest 
IS large syanmetne re piratora moacments free and equal abo\e 
somewhat lessened below on the nght side There is a smus 
o\cr medial part of SLxth nb antenorU on the left side which is 
discharging pus Resonance on the right side and the upper 
part of the left is normal Below fourth nb on the left there is 

i»S 
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Postoperative Course — 10/11/19 No postoperative shock 
Wound drainage considerable thin yellow pus 

10/12/18 Temperature 102 5° F today This is the high 
est since operation Pulse 100 Much thin yellow pus dis 
charged 

10/14/19 Wound dressed gauze pack around the drainage- 
tube remo\ed (W W H) Temperature 100 4® F rrom 
this time on the patient s course was rather unchanged There 
was considerable thin purulent discharge every day This 
changed at the end of a wed^ from yellow to a pinkish yellow 
It did not seem to increase m amount even up to the day of his 
dismissal from the hospital He ran a mildly septic course 
The temperature dropped to about 99® P e\ery morning and 
uent to 100® to 101® T m the evening The patient suffered 
no pain The drainage tube was not removed or shortened 
The pulse ran from 80 to 100 

Condition at Dismissal — ^The original dramage tube was 
left in place and Hot shortened Considerable pinkish y ellow 
thm pus discharged from wound every day Temperature 99 
to 101® r The patient feels well and has a ver> good appetite 
He was allowed to go home with instructions to return m a month 
for examination 

1/16/20 Patient returned for examination He has been 
draining a great deal of pus ever since leaving the hospital In 
the last two months he has been irngating the cavity with 10 dm 
on the advice of his physician He has run a temperature of 
99 0 ® to 102 r ever since leaving He now has white blood 
cells 9200 temperature 99 6® F pulse 112 Three weeks ago 
his feet started to swell Thej would go down ever> mght and 
get worse in the daytime No shortness of breath He has 
lost about 20 pounds in weight smee the first operation 

Exammation — Patient looks well nounshed but acutely lU 
Head and neck negative Lung expansion poor on the left 
side Left chest practically immobile Decreased resonance to 
dulncss on percussion over whole lower left half of the chest 
Breatlx and voice sounds undemonstrable over the dull area. 
No cardiac murmurs rate 110 Apex beat not found 
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ca pi q mbedd d t Th d tt dl th d fth bd m n 

hi\th fthppodflp (Th flph Idb ti t wd g 
th tth hw t) 

Abdomen negative Extremities negative except for sbght 
edema of legs and feet 

Diagnosis —Chrome empjana left side Defective dram 
age 
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Fig 098 —The forceps arc shonn grasping the apfx of the flap The 
drawing s faIllt^ n that the flap 3 shown entirel too small antj is printed 
too mud forward The flap must be directed to the apex of the caHtj 
where r th\t na% be 

Treatment —Some meins of oWitcratmg the cavitv or at 
least estibhihing jicrnnncnt dnimgc must be attained Tol 
lowing the idea of BccK it was decided to line the cant> wth 
skin 

VOL. 3— oj 
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Operation (1/17/20) Under local anesthesia two nbs were 
resected and the empjema sac opened widely (Fig 697) The 
calcareous deposit alreadj mentioned on the panetal pleura 
wasremo\ed Aloopflapof Lm was outhned on the abdominal 
wall below the opening (Fig 697) and dissected up to the margm 
of the wound and turned mto the sac Having had trouble 
in previous operations of this kind in keeping the flap pointmg 
to the top of the cavitj I attached a 7 mch forceps to the apex 
of the flap and then pushed forceps flap and all into the opening 
(Fig 698) By suturing the handle of the forceps to the skm 
and fascia the flap had to sta> m place A gauze tampon held 
the flap against the \nsceral pleura 

After course — 1/17/20 No operati\e shock Temperature 
99 5 r pulse PO tonight 

l/18/'’0 Pul e loO temperature 102 4 F tom^ht Wound 
draining much pus Patient complains \ery little Sweatspro 
fusely almost all the time Feels well but looks pale and sick 
1/19/20 Temperature down to 100 F toda> Draimng 
much red stamed pus 

1/22/20 Complains a great deal toda> of the hemostat 
gouging him Hemostat removed Skin flap sta>ed well up 
in place Temperature subsiding 

1/24/20 Gauze pack removed from abscess cavit> Much 
pus drainage followed its removal The turned m flap seems 
firmly fixed A smaller gauze dram was inserted 

1/30/20 Gauze dram removed and cavitj left wade open 
Feels well temperature 99 3 F pulse 98 

l/oO/'^O The granulatmg area around the wound covered 
w^th Thiersch grafts from the left thigh placing them as far 
as possible into the cavitj Grafts covered with a cage and 
dressed open 

'^/3/'’0 Wound dressed Practically all the skm grafts 
seem to be in place and in ^od condition 

Condition at Dismissal — V4/20 Wound seems to be 
heabng well Skin grafts are taking "^ome decrease m the 
amount of pus drainage Temperature normal for a week 
pulse runs from 90 to 100 
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1/10/23 There is a ciMt) holding about a pint skin lined 
in its entirety The patient is entirelj w ell 

Comment — Judging from the calcareous deposit m the 
pleura the empjema i\as of long duration It seems almost 
incredible that it should have caused so little trouble The 
edges of the sinuses from the pleural cavity conv ergmg to the 
smgle external opening had thick walls and were therefore 
much more than three weeks in forming We may conclude 
therefore that we had a chrome traumatic empyema which 
opened spontaneous!) through the external wall of the chest 
A misinterpretation of the history led to an unnecessary 
dilatory treatment It was recognized as already stated that 
if an abscess had broken mto an unprotected pleura he must 
certamly have died m a fewr da>s We failed to follow this 
obviously correct observation to the operatmg room and 
treated him as an acute empycmic by dramage When the 
calcareous areas were found ^e error was obvious but having 
no equipment for a flap operation it was easy to conclude a 
prehminary dramage was the thmg to do and that his general 
condition would improve under drainage But it did not 
improve His condition was worse on his return due to im 
perfect drainage than when he left the hospital Smee there 
was no other reason for his disturbance than inadequate drainage, 
the more radical operation was done 

The use of the forceps to hold the flap in place proved a 
veiy convenient and effiaent means of solving the most annoying 
step of the operation 




PERIRECTAL MELANOBLASTOMA DEVELOPING IN A 
CUTANEOUS HEMORRHOID 

The patient aged forty seven came m mth complaint of 
pain m rectum 

History — ^The trouble began two months ago His bowels 
became very constipated and on taLing an enema the enema 
tip struck an extremely tender area It gave him intense pam 
From that time he has had some pain in the anal region ever> 
day The attacks of pam increased in seventy and m duration 
until the last month smce which time it has been present almost 
continuously Movement of the bowels did not increase it at 
the time they moved but just afterward the pain was mtense 
He has watched for a discharge of some kind but there has 
never been any The pam is just as severe at lught as m the 
da> time It interfered so with his sleep that he lost strength 
and weight 

Examination — Patient is very poorly nourished poorly 
muscled apparentlj has lost considerable weight lately Eyes 
react slowly to light but good to distance Pupils regular 
tendencj to be contracted Mouth and throat negative Heart 
inside left nipple nng about 1 cm and at right sternal border 
iSo murmurs Lagging expiration over left upper chest Does 
not expand as well on inflation Percussion note somewhat 
impaired over left upper lobe but defimtelj so at infenor angle 
of left scapula where breath sounds are increased numerous 
crepitant vesicular rales of a fine moist quahtv are heard Few 
rales at angle of right scapula but more of a bronchial type 
Left axilla contains numerous hard glands size of bean and larger 
Epitrochlcarglancii.smal] hard defmitel> palpible 

A small hard tender lump is found to right of anus in or 
just outside of anal sphmcler (I ig 699) It is about the size 
ofahxzelnut firm clastic and the skm cov cring it is reddened 
showing a deep blue color beneath The anal region otherwise 
IS free from anj trouble 
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Diagnosis — The arcum<«Jibed character and the location of 
the lesion proclaim it to be a cutaneous hemorrhoid contaimng 
a blood clot The long duration and the degree of disability 
complamed of are out of the ordmaty but the patient is of the 
type affected profoundly by small le ions 

Treatment — 2/'^2/'^0 Under local anesthesia the mass was 
burned dovm upon with a small electric cautery Instead of a 



F s 699 — C t spl hitngbg g mal g t t f m I 

(D w g f om th k t h ) 

dot a small abscess was opened up The nhole mside of the 
abscess was cauterized 

After course — '^/23/2 The patient complaimng of severe 
pam m anal region Temperature 100 5 F He is unable to 
void urme 

2, ■’■1/20 Wound infected Much swellmg and redness 
around wound area Conqilams of much pam when bowels 
move 

2/25/20 Patient unable to void About a quart of urine 
removed by catheterization SUll complams of much wound 
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pam Parts swollen and red Temperature 101 F Area 
ver> tender to pressure 

2/26/20 Wound area opened up and discharged consider 
able pus Pam relieved Patient able to void unne No 
rise of temperature 

Condition at Dismissal — ^Burned area sloughing out Small 
amount of foul smellmg pus discharging ivith slough Patient 
feels much better Normal temperature 

Comment — he trouble Imes up with an infected thrombus 
unth considerable perianal involvement sav e that the duration 
was too long and the pain too severe 

Second Admission — The patient returned in two months 
and it was noted that the wound had not healed properlj 
With sitz baths healmg took place but a tender indurated area 
remained A hard lump the size of the end of the little finger 
with a small yellow crust formed In a week a small pimple 
formed at the site of old scar ruptured drained considerable 
yellow pus He felt good for a day or so then discharge stopped 
and pain started again He now has continuous pam for the 
past two nights very severe 

Diagnosis — Pararectal abscess with possible fistula forma 
tion Because of the man s general health and mdefimte find 
mgs m the right apex tuberculosis was thought of but the pain 
was much more intense than is usual m tubercular affections 
of the anal region The character of the discharge and the 
intensity of the pain suggested actmomycosis, but repeated 
examinations gave no evidence of such a possibdit> 

Treatment — Operation General anesthetic An masion 
through mass w ith electric cauter> knife revealed a circumscribed 
firm granular lookmg area 3 bj 2 cm from which a little sero 
purulent mxternl drained Cauterized through and around 
mass Portion remov ed for section Chmcally looks like 
gumma Sinus did not lead to gut sphincter not cut wound 
left open 

After course *—6/15/20 Gauze dram removed from para 
rectal w ound Some liquid fecal drainage from rectum Wound 
IS quite dr) and clean 
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Wassermann negati\e 

^ 129/20 Has. been taking sitzbathj> for twentj minutes 
dail\ All induration has left ecc^t nodule size of butter bean 
at top part of wound 



F j 700 — SI dfm dt cnthpulego Af Ig d 

II 1 m gl d w th I to yte d mal cells 



7/4/20 bmall hard ma s described on 6/’9/70 has enlarged 
to size of thumb and has ^tended o>er an inch superiorly and 
postenorl> around rectum Is firm and mo\able Has been 
takin^ twent> minute itz bath daJ> 
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7/:)/20 Discharged to return in a week or ten dajs for 
observation Mass described above is \er> tender making a 
rectal examination practically impossible 

Histologic Exammation — Slides made from the tissue re 
moved indicated neither syphilis nor tuberculosis On the 
contrary masses of rather large cells were found (Figs 700 701) 
which were arranged in groups throughout the slide with masses 
of connective tissue between containing few nuclei The cells 



Fig O'* — Large b lateral inguinal !>mph glands 


looked neoplastic but the arrangement of the groups and the 
general character of the tissue made it seem likely that it was 
granulomatous 

Third Admittance — He returned in tv\o weeks presenting 
the following findings abdomen scaphoid rather tense >.o 
masses no tenderness Left inguinal glands somewhat tender 
greatly enlarged two glands 4 bv 2 cm hard and firm some 
what tender numerous smaller hard mcUvulual glands on right 
(Fig /O’l Knee jerks sluggish negative II abinski The rec 



1498 AUTirUR E HEPTZLER 

turn presents a mass about 3 cm Ion® by cm in diameter 
at lower left border of ettemol spbmcter (Fig 703) firm feels 
like cartilage Just abo\e this is a bo^y bulgmg area about 
1 cm in diameter red -very tender and to the left of it what 
appears like the opening of a sinus 

9/14/ "’0 Under local anesthesia the larger of the tvto glands 
m right mguinal rCoion was removed The section of this 
showed a gravish jellow surface containing here and there 



F g 703 — La g n d 1 tn tw ted t th 1 ft f th Th 

mUpe gd hgg jUwhp 

jellowish areas The slide ^ows defimte malignancy (Figs 
704 /Oo) of probably melanoblastic origin from the chromaffin 
cell of the mucocutaneou maigm of anus 

The patient died four months later of progressive weakness 
Comment —The terminus i eosj to understand but the 
relation of the malignant sta e to the conditions when he was 
first examined is not so clear Mdanoblastomas are painless 
throughout their course A blood coagulum in a pile is verv 
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painful It IS safe to assume that m the beginning it uas a 
cutaneous hemorrhoid Why the lesion did not heal u hen opened 



Fig 704 — Slide from the »ng» mal Ijmph gland The typical nest formation 
characteristic of the melanofilastomas is shoim 



Fig lb — 11 gh power of the preceding The large cells \ th oio d cells 
\nd prominent nu let can be seen 

ma\ be expilamed b\ tht fict that there was an extension be^ond 
the area drained It was on!> after the excision of the mass 
bccau c It was tliought to be tubercular that delmite neoplistic 
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characters developed Just what wh> and when the transition 
occurred cannot be stated 

A \ery few something hke fi\e or six melanoblastomas 
under the name of melanosarcomas or melanocarcmomas 
have been reported in the literature One of them like this 
seemed to have started in a cutaneous pile In none of them 
was the course of the disease followed for so long a time 

This serves once again as a warning not to be too sure m 
prognosis A little innocent pile ma> cause one chagrin and 
humiliation 



DESCENSUS AND DISPLACEMENT OF THE UTERUS IN 
A YOUNG WOMAN 

A ^\OiIAN aged twenty four comes complaining of backache 
and irritation of the bladder 

History — She has alv.a>s been healthy until the birth of 
her first and only child a year and a half ago Smce that time 
she has ne\ er been strong The menses began the third month 
after childbirth and has been regular every twenty eight days 
ivithout pain and lasting four days She had much backache 
from the beginnmg Lately this has become much worse and 
IS aggravated by being on her feet particularly durmg the few 
day s precedmg menstruation Recently she has had irntation of 
the bladder after urinating with a frequent desire to urinate 
Examination — ^The patient is well nourished but has a 
tired look General etammation is negative Urine 1010 
acid somewhat clouded and contains many leukocy tes There 
IS a second degree laceration The cervix is just without the 
introitus and points to the meatus It is not lacerated and not 
eroded There is some saggmg of the anterior vagmal wall 
The fundus is m deep retroflexion movable somewhat tender 
The left ovary is palpable and tender 

Diagnosis — The displacement of the uterus and the descensus 
explain her «iymptoms The bladder symptoms obviously 
are due to the dragging on it by the displaced uterus 

Treatment — The disease being a mechamcal proposition 
the operation must be corrective The round ligaments were 
shortened by the Coffey method This brought the fundus 
forward but vaginal examination after the completion of the 
hgimcnt shortemng showed the cervix low There was but 
httle saggmg of the anterior v aginal w all and a simple repair 
of the perineum would do no more than form a shelf on which 
the cervix might rest \ shortening of the broad ligament was 
therefore done by the followmg method An incision was made 

1501 
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in front of the cervuc and its antenor surface freed to just above 
the uterine arteries The broad ligaments were then isolated 
by passing a blunt sci sors imder them (Fig 706) Sutures 
were then passed through the ligaments close to the cerrux 
to pre\ ent bleeding from the stump and the ligament grasped 
withaforcep to pre\ ent its retraction (Fig 7071 Theligament 
is then cut loose and freed for a distance of 1- inches (Fig 708) 
The opposite ligament is then freed in like manner Sutures 



of No ^ tw'entj day chromic gut are then passed through the 
tip of one ligament and throuo'h the base of the other (Fig /09) 
The ligatures are then listened pushing the cervix upward 
as the sutures are tied (Fig 710) Closing the mcision m the 
vagmal wall completes the operation \ repair of the penneal 
laceration completed the iteration 

After course — The patient recovered without disturbance 
and was freed from her complamts 
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Fig 701 -“Hemostatic ligatures have been placed at the insertion of the liga 
ment The forceps prevent retraction after it has been severed 



tissues 
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Comments — In joung women who are e-tpected to bear 
more children this method restores the anatomic relation to the 
pelvic organs without interfermg with future delivenes It 
IS more efliecUie than the shortening of the so-called sacro- 
uterine ligaments and is much more effectiv e than shortenmg 
the round ligaments with permeal repair onl> In none of the 
patients on whom this operation has been done has there been 
difficulties in subsequent labors 
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TRAUMATIC ANEURYSM OF THE FIRST PART OF THE 
SUBCLAVIAN ARTERY FAILURE OF CURE AFTER 
UGATION OF THE INNOMINATE VERTEBRAL AND 
COMMON CAROTID ARTERIES 

Male aged foru three \n engineer came in because of a 
lump on hii right shoulder and limitation of motion of nght 
arm and hand and ‘^ome stiflneas 

History (Dr Carlisle) — December 2a 1921 while dn\’ing 
a car patient w as shot with a o8 cahber re\ ol\ er The bullet 
entered at the top of the sternum and ranged ton ard the nght 
shoulder The bullet was removed b\ a doctor from jostenor 
surface of nght shoulder Following the ‘^hooting the nght 
hand dropped from the steenng wheel of car and patient was 
unable to mo\ e nght arm or hand The da> following a mass 
appeared on the nght shoulder This mass at first wa& high 
on the shoulder near hi» neck but seems to hav e moa ed down 
tow ard the shoulder It has not increased m size The mass 
seems to beat wath the heart \t times patient thinks he 
can hear blood flowing through the mass From the time of 
shooting the arm and hand have been usele He can move 
the whole hand but cannot bend the fingers The hand and 
arm feel as it thej were m a vi c The hand and arm get cold 
easih and feel stiff 1 he fles-h doei. not seem sore but the bones 
are sore He feels hnc olhcnvi c Appetite good bowels reg 
ular and he is gaming m weight 

Exammation — The patient is well nounshcil and well dev el 
oped The km I*? warm moist smooth and elasdic No 
eruptions and no general adenopath> The pupils are somewhat 
dilated but equal rouml regular and react normallv Noe 
and cars ncgativ e The mucous membranes are of normal color 
Sev eral teeth mis^ mg remaining arc poorlv prcaerv ed praclicallv 
all dccavevl Ihe tongue is hcavilv coated and the breath 
foul Tonsils arc small cmlieddetl and full of crvpts 



iSo8 


ARTHUR E HERTZLER 


There is a bilateral pulsation in neck especiallj on the right 
side Extending up on to the neck from the right supraclavic 
ular fos a is an enlargement about the size of a small orange 
(Figs 711 <12) Pulsations of this area are synchronous with 
heart beat The mass is firm and smooth firmly fixed and 
somewhat tender on palpation A definite thrill is felt all over 
the mass On auscultation a loud blowing murmur is beard 
over the mass and down into the infraclavicular fossa and o\er 
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the precordia This murmur is sjnchronous with the sj stole 
of the heart Just above the sternum almost m the midlme 
there is a small car There is a healed mcision just below the 
tip of acromion postcriorlj Fhe chest is symmetric expansion 
good breath sounds vesicular percussion note resonant No 
rales Respiration rate ^*0 Heart sounds somewhat obscured 
by a loud late s>stohc blowing murmur which is heard all over 
the precordia but with maximum intensit> over the mas m 
the neck Heart sounds are regular and rh> thmic Rate 72 
Blood pressure 85^50 
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No masses or tenderness in abdomen Gemtalia negative 
Both extremities are negati\e except for some scars on left foot 
The reflexes are normal There is m irked atrophy of entire 
nght arm Skin is ghstemng and muscles soft and flabby 
The forearm and hand look bke they had recently been on a flat 
posterior splint The elbow can be flexed and extended but 



Fig 712 — * 1 taWcn before the final operation (Taken with patient 
tying face down ) 

slightl) and there is partial flexion and extension at wnst but 
practicalli no mot ement of the fingers Js er\ e area not tested 
Diagnosis — Tnumatic aneuixsm of right subclavian artery 
ischcraic and disu<e atrophv of nght arm and hand That 
tliere is an aneurjsm is obvious from the phjsical examination 
and that it is traumatic in origin is cvadenced b> the histoiy 
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Treatment — Operation (llpi ’2) Ether anesthesia In 
cision made along the n^t daMcIe from midlme outward 
The sternocleidomastoid and other overljmg muscles were 
incised The sternocleidomastoid laj completely o\ er the 
aneurysm bisecting it The sac was found to be much larger 
than was made out externally The sac extended to vvithm 
1 cm of the origin of the carotid artery lea nng too small a 
space for the ligation of the subclavian arter> The mnommate 
artery was therefore dissected free and was ligated with double 
Imen thread just below the bifurcation The sheath was ligated 
together with the artery Ligation caused the mass to cease 
pulsating The m ised muscles were closed An iodoform 
gauze dram was put in Clo ure of the skm with silkworm gut 
Comment — The inclusion of the sheath of the artery in 
the ligature was made m order that there would be less likeli 
hood of Its cutting through The recurrent laryngeal nerve was 
not identified but care was taken to keep as close to the sheath 
as possible m order to avoid it 

After course — There was no vomiting following operation 
Some headache The gauze dram wa removed b> Dr Chesk> 
on the second day Temperature went to 101 F pulse 80 the 
first daj The subsequent course was uneventful 

12/24/2^ The patient was dismissed Wound well healed 
No pulsations over the site of the aneurjsm JRioht arm and 
hand still numb at times but in general is unproved No 
pulse made out m arm General condition markedly 

improved Patient is to return for observation 

Re entry — January 8 1923 the patient returned for further 
observation Hi condition he states has been good since 
leaving the hospital has had verj little trouble woth the n ht 
arm On Januaty 4th he was seen bv his home physician and a 
pulsation at the site of the old aneurvsm was noticed 

‘^t the site of the old aneurvsmal sac there is a slight pul a 
tion On auscultation a loud murmur is heard over this area 
and transmitted down over the whole precordia The murmur 
is s>stolic in time Old masion i well healed Heart and 
lungs negative 
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Diagnosis — Essentnl aneurysm resulting through collateral 
arculation into old aneurysmal sac 

Re operation — 1/13/23 Novocam anesthesia InclSlon^^as 
made along the outer border of the nght sternomastoid muscle 
The common carotid and the \ertebral arteries nere hgated 
The common carotid was ligated because it could not be told 



Tig <13 — t Ra> tilwcn after last operation (Taten 'ith patient lying on 
his back ) 

Mitli certamt> i\hether or not it was contnbuUng to the pulsa 
tion Ihe Ncrtcbral was large and pul'iited \iolent'> A 
marked diminution m the pulsation in the old sac was noted 
but It did not cease completel} as after the first operation A 
superfiaal gauze dram was put in Closure with 'Silkworm gut 
After course — 1 14 '23 Icmpenture 99 8 T puUe 9a 
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Feels ver\ comfortable Coughmg some and has some pain 
in neck Throat \ery dr> and cannot swallow well 

1/16/23 Feeling some better the past two da>s Wound 
dressed gauze dram remo\ed Wound well healed Subse 
quent course uneventful 

Dismissed l/29/2o Still a visible pulsation in old aneu 
rysmal sac Ligation of the third portion of the subclavian 
artery was advised but the patient was not wnllmg to submit to 
further operative interference 

6/16/21 The patient returned for observation The aneu 
rysm has increased shghtlj m size There is a general improve 
ment m all the functions of the arm and hand The r ray 
shows the aneurjom to be about the size of an egg (hig 713) 
Summary — ^The complete collapse after the first operation 
led me to hope that the cure would be permanent Its failure 
to completelj collapse after the second operation made it ap- 
parent that the sac was receiving blood from another source and 
that further operation would be necessary That the collateral 
circulation had been adequately restored was evident from the 
good pulsations of the radial and ulnar arteries 

In view of the fact that the chief source of postoperative 
disaster has been in the cuttmg throut'h of the ligature I believ e 
it 13 good judgment to mclude the sheath with the vessel There 
IS danger of includmg the recurrent nerve but a paralyzed 
vocal cord is a small handicap to an individual who e disabilities 
require so formidable an operation as the ligation of the mnom 
mate artery 



BILATERAL NEPHROLITHUSIS OPERATION UNDER 
LOCAL ANESTHESIA 

^\ oM w '\gc(l fvf U mne c'tmc to the ho pit'll for the relief 
from kulnc^ Monc'. 

History (^^ ^\ Ho\le\) — \lter the birtli of her list child 
t\\el\e ^c•\rs igo she w'xs •leized cle\cn dajs ifter dchverN by 
'i sc\ert chill followed b\ mu'^ei 'ind \omitmg Tollowing 
this she Ind a dull lie'\\> p'un Hsting fi\c di^s under her 
short ribs, on the left ‘ude She \\is free from p'un Uicn for 
SIX w ccks w lien the ‘^'ime s\ mptoms w ere rcpe-ited She Ind 
•simihr pells ever) month or two for si\ >c'irs She went to 
Scothnd 'ind iftcr Iicr return was free from trouble for three 
^e'\^s Ihrcc veir» ago she had renewed chilh and nausea 
lasting ‘several hours loHowmg this had mild attacks 

about CNtra month She tonsullcil a distmgunhcd urologi t 
who told her s!ie had large stones m both kulnc\s that the left 
kidncN w IS ab cc<i c<l and that her condition was such that 
operation would be too dangerous Since then her troubles 
lia\c incrca wl Ihctc has been much pus m the urine and 
sometimes she has passed large amounts of cloud> urine but 
there ncNcr has been suppression She has lost some oO to 40 
pounds in w eight but none Iatel> 

Examination — rh>';ical examination was ncgalue except 
as follows deep tenderne s in right lower quadrant reflexes 
hjperaclivc Ihe urine report showed xariabilit> ‘ipccilic 
graMtj 1002-1006 Ubumin more than a trace Red blood 
cells numcrou acid cloud> manx pus cells P S I 12 per 
cent for tw o hours 

r Kai show cd large stones m botli kulne> s (Fig ^4 right 
kulncN jdate of left kidncx broken) 

Diagnosis — Obxiouslj stones m both kulnc>5 present the 
lesion 1 he large amount of pus the continued fexcr togetlier 
with the opinion of the urologi tprcxiousK con ulted indicitoela 
peonephro i as well 


* 5’3 
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Treatment — Operation (11/WiO) Because of the opinion 
of the urologist that general ancsthe la isould be extra hazardous 
It was decided to operate under local anesthesia One grain 
of codem was gi\ en as a prehnunary hypnotic Under no\ ocain 
an masion 8 inches long was made below and parallel with the 
twelfth nb Thekidne> wasclosd> adherent to the surrounding 
tissues 'No attempt was made therefore to free it The lower 
end was freed and the lower medial border of the pelvis cleared 
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of the surroundmg tissues The pelvi was opened with an 
electrocauterj Much pus escaped and a number of stones were 
easily remoyed (Fig /15) One being too large for the opening 
the lower pole was inased to the depth of I inch also wuth the 
cauter> All palpable stone were then rtmoyed A rubber 
tube was passed into the tpemng m the peUis and the wound 
closed about it Gauze and a second tube were passed into 
the cavitv below the pole of the kidne> 




BrL.vrEE-\L NEPESOmEL^^SIS 


1515 
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purulent on the left side Appetite good Feels fine The 
large drainage tube is to be removed today Urine output 
\aries from 36 to 5^ ounces per day 

7/6/21 Disnus ed unth small drama‘^e tube in left kidney 
region Still quite a bit of drunage from this side The small 
tube IS still in the right kidney region Man\ pus cells in 
urine at time of di charge General condition improv ed Feels 
fine 1 Raj shows se\eral small stone in the right kidnej 
Subsequent Course — She tamed 30 pounds in weight dur 
mg the next six months When last examined (6 '^2po) her 
health was excellent There was still pus in the urine and she 
had some bladder trouble but the output was about normal 
Comment — Judging from the reaction following the first 
operation a more extended operation would ha\ e been exceed 
inglj hazardous Her health improved after the fir t operation 
and the urmarj output increased There was but little reaction 
following the second operation Fear of extending the operation 
over too long a period of time resulted in ovcrlooLin" several 
small stones in the first operation In her present condition if 
these stones cause any trouble I shall not hesitate to do the reg 
ular operation 

The es ential feature m doing the operation abov t described 
is to get the wound long enough and somewhat lower than the 
usual incision so that thelowerpolecanbemoreeasilj reached 
Operating on the Lidnej mthout disturbing its location I 
have found verj useful m other conditions notablj m tuber 
culosis In this affection the kidnej is not di turbed other than 
to expose its outer border The kidney is laid open with the 
cautery and the tubercular area thoroughly destroyed and the 
wound in the kidney then packed with iodoform gauze In this 
way advanced cases con be operated on when the rcj^ular opera 
tion would be out of the question 
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Bell Memorial Hospital UNi\ERSiT'i of Kansas 


A CASE OF LIPOMA MYXOMATODES 

This patient has presented himself for amputation for a 
rather unusual tumor arising m the region of the left popliteal 
space He is a coal miner thirt> one > ears of age He entered 
this hospital January 19 1923 complaimng of stiffness pam 
and si\ellmg of the left knee and thigh 

In May 1916 i\hile norking m a mine he strained his 
left leg which prevented work for two weeks About three 
weeks after the injury he noticed a small mass posterior to the 
knee This was incised b> the mine phvsician on two different 
occasions but no pus obtained About eight months after the 
injury his ph>sician began treatment with Coley s scrum which 
was continued dail> for three and a half months causing at 
times severe chills and febrile reactions and resulting m marked 
loss of weight 

In Jul) 1917 vshilc the patient was m this hospital I re 
moved a tumor from the left popliteal space which measured 
8 X 10 X 12 cm Itwascnlirel) encapsulated and onl> adherent 
to the skin at the sites of former incisions and serum mjcctions 
and to the periosteum of the posterior surface of the lower femur 
over an area 4 X 5 cm Dr R H Major who was Professor of 
1 atholog) at that lime made a diagnosis of lipoma m>xomato(lcs 
About one vear after this mass was removed another re 
appeared in the same location which when first noticed was 
the size of the end of the patients thumb For four >cars it 
grew V cr) little \ v car ago the tumor began to enlarge rapidlj 
until now it IS larger than the lirst growth 

Ihrcc wcck'> ago the patient rcccivcii i lacerated wound 
of the left leg just abo\c the ankle which rcallj causeti his cn 
15<9 
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trance to the hospital at this tune He had made up his mind 
before entering that it would be netessarj to amputate above 
the knee to remove the tumor 

Examination at this time shows a mass involving the left 
popliteal space and surroimding region It is apparently com 
posed of three or four parts the largest of which is 10 X 12 cm 
in diameter A broad scar covers the tumor The consistencj 
IS rather soft and elastic Two or more of the masses are ad 
herent to the old scar and the entire growth seems to be deeply 
attached to the lower end of the femur although it is fairl> 
freelj movable There is a laceration 8 cm long over the lower 
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third of the tibia which does not concern us today The x raj 
which IS here exhibited shows that there is no evident disease of 
the bone In the midst of the tumor mass there is an area about 
6 cm m diameter of less densitj than the surrounding tissue 
which sugt,e&ts gas or air in the tissues 

Because of the nature of the tumor and because it has re 
curred and now involves so much tissue it is thought best to 
amputate through the thigh 

We are makmg long mtenor and short posterior skm and 
deep fascia flaps prcparatorj to section of the femur in the 
upper portion of the middle third The long anterior flap is 
made to place the scar postenor where it will be least hkelj 
to be chafed bj the wearing of an artiflcial hmb The muscles 
are divided m a circular fashion about / or 8 cm below the 
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point at which the bone is to be se\ered so that the> maj be 
grouped about the bone and not permitted to retract Iea\Tng 
the bone protruding beneath the skin and fasaa The penos 
teum IS ringed around wath the knife and remo\ed dovmwara 
for a short distance with the curet The bone is saw ed through 
1 cm distal to the pomt of renio\al of the penosteum lea^^ng 
the bone end free of co\crmg after the apenosteal method of 
Bunge We draw the nenics down carefully push the tissues 
upward from around them and mject with 9a per cent alcohol 
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just abo%e the point where th^ are to be se\ered The alcohol 
mjection method has been adaocated b\ Huber and Lewis as the 
best means of pre\entmg the formation of tender neuromata 
All bleedmg points are carefuU> ligated To group this large 
mass of thigh mu cles about the bone we pass a pur^e stnng 
suture of hea\’> chromic gut about their ends and draw them 
together This as usual docs not entirel) complete the job 
so additional sutures arc placed to better group the muscle ends 
about the bone WTicncacr pos ible the strong mtermu^cular 
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fasaa is used for suturing lou ran now see that a muscle 
flap has not been made but all of the thigh muscles ha\ e been 
grouped and puckered about the bone end It is hoped that 
this method will gi\ e the muscles a new msertion to the end of 
the bone to pre\ent its protrusion and increase the function of 
the thigh The deep fasua has been included m the skm flaps 
This is sutured in a few places with chromic gut and the skm 
closed with interrupted silkworm gut A small rubber tube 
dram is placed near each end of the masion between stitches 
Drams placed betw een stitches cause less puckenng of the w ound 
after healmg than drains at the wtound angles A firm dre smg 
not too \olummous >:» apphed 

A report on the pathologist s findings %vill be made at a later 
dime 

Discussion — In 1^57 Virchow first described tumors con 
tammg both fat and myxomatous material He called them 
m> xoma lipomatodes Following this others desenbed similar 
tumors under such terms as gelalmous and m>xosatcoma 
lipoma gelatmosum or mucous tissue fat tumors mjxo 
lipomatodes and hpom>xoma In 1865 Virchow reported 
a tumor of the thigh which he called m>xoma hpomatodes 
mali^num Later lipoma m>xomatodes telan<nectatum and 
myxolipoma sarcomatosum telangiectodes were terms applied 
to similar tumors 

Smee Virchow s descnption 51 coses of this type of tumor 
ha\e been desenbed These have been collected and tabulated 
m an excellent arpcle by H E Robert on published m 1916 
m the Journal of Medical Research These all conformed m 
essential respects to the earlj description of Virchow The 
prmapal characteristics are as fdlows 

Slow growth (four months to se\ent\ two 5 ears) 

Tendenc) to bemgmtj 

Symptoms usuall) due to pressure or weight 

Most common between thirty and sixts y ears of age 

Occasionally sarcomatous 

U uallysmgle 

Slay reath great size weigjung as much as 50 to 60 pounds 
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Develop most frequently m mtermuscul ir hsaas of loiter 
limbs and m retroperitoneal space 

Consistency \anes from dense fibrous tissues to soft jelly 
bke masses 

Usually globular m form with tendencj to encapsulation 
The color is grajish nhite and yellow with browmsh and 
reddish areas 

On section lipomatous gelatinous fibrous and at times 
whitish fnablt brain like tissue are present 

The following is the pathologic report made by Dr H R 
Wihl 

Gross Pathology — On the posterior and outer surface of 
the knee tliere is an o\ a\ somewhat lobulated mass projecting 
abo\e the surface of the skin about 4 cm and measuring 11^ 
cm m length and 10 cm in w idth The arcumference of the 
knee through the patella is 55 cm At the junction of the middle 
and upper thirds of this mass and on its posterior surface there 
is an irregular poorly defined star shaped scar measuring approx 
imately 4 cm m diameter Beneath the scar the skin is not 
adherent to the mass whichseems to extend forward and upward 
a considerable distance between the muscles 

On remoaal of the skin and the muscles the mass is made up 
of a large number of irregular but well encapsulated lobules 
measuring from 1 to 9 cm m diameter separated by bands of 
fibrous tissue Ihese \arious lobules seem to penetrate be 
tw een indii idual muscle fibers The tumor is w ell encapsulated 
m e\ery place The entire mass is rather soft, but is firmly 
attached to the penosteum on the under surface of the distal 
end of the femur This lobulated mass measures 29 X 13 X 11 
cm Most of the lobules ha^e a smooth outer surface some are 
rather pale yellow m color and resemble lipomatous lobules 
though m some places there arc irregular patches of red or dark 
blue suggesting old hemorrhage On palpation the lobules are 
rather soft and boggj in consistency and apparently of a semi 
fluid nature On section they cut xery readily and the cut 
surface has in most places a homogeneous appearance They 
\ary ho\\e\er in diflcrent areas In «orae the\ ha\ e a translu 
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cent gray jelly like consistency and in other places they have 3 
rather pale j ellow color and resemble a section through butter 




Some areas re emble a section through the gray matter of the 
bram others the i\hite matter Small hemorrhages ma> be 
seen throughout the cut surface of the jell> bke areas vihich are 
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fairlj firm and rubberj m consiatencj the outer surface onl> 
presenting a gelatinous appearance Some of these lobules 



Fjg 721 —Mjtonutous t s uc contammR numerous embrsonc fat cells 
sho'hing a finel) ^'acuobted c>-toplasm resembling the so-called foam cells 

haNC a definite edematous appearance Howe\er on pressure 
upon the cut surface \cr> little fluid can be expressed and this 



Fig 2’ — Mjionutous tuuc hovkingab ndant cmbr>-onic fat 

has a greas> feel PoorK dctuicd streaks of mall opaque white 
tissue ma\ be seen extending throughout the gelatinous tis-ue 
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There are some foa of dense fibrous tissue and small areas of 
cartilaginous tissue 



F g 723 — M d II ry t sembi g th pport g t ct f th t 

matt f e b 1 te It o ta ma y n wly f m d cap II 

Histologic Pathology — The microscopic picture m \anous 
portions of the tumor presents marked variations Most of 
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t f my mat ciia t 

the areas that appear like fat m the gross are not normal fat 
Vint rather reoresent masses of incompleleh developed fat cells 
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in which the fat is present in numerous small droplets instead of 
one large globule There are aU gradations between the fairlj 
mature fat cell and the embryomc type of fat tissue These 
various gradations may be seen even in a smgle section In 
man> of the foci the cells are made up not of cmbrjomc fat 
cells but of large pale so called ‘ foam * cells m which the 
cytoplasm is composed of numerous very small vacuoles um 
form in size and a nucleus often pushed to one side presenting 
a picture that is typically found in the xanthoma These 
xanthomatous areas are % er> striking In other foci the tissue 
has a \ cry peculiar appearance It suggests under low power 
neurogliar tissue However on high power examination the 
nuclei are found embedded in a fibnllar syncytium m which 
there are scattered Urge typical xanthoma cells This tissue 
IS quite vascular Hemorrhages are frequently present Myxo 
matous tissue is abundant In other areas there are all grada 
tions (tom loose fibnllar myxomatous tissue to small foci of 
cartilage In some areas there arc clusters of large rounded or 
irregular cells containing brown pigment granules They are 
only scattered here and there and do not suggest a neoplastic 
grow th 

In other foci there arc large irregular but fairly sharplv 
defined spaces separated from each other by strands of embryomc 
fat or xanthoma like tissue These spaces contain a mucoid 
substance Some of the spaces arc lined by flattened endothehal 
cells suggesting dilated lymph vessels In most of these how 
ever no Imng cells could be recognized The tissue between 
some of the spaces is frequently quite cellular suggesting a 
sarcomatous grow tli Most of these cells tend to be elongated or 
spindle shaped No mitotic figures were found 

The penpherv of most of the tumor nodules shows complete 
encapsulation 1 here is relativ ely little inflammatory reaction 
1 here is however considerable hemorrhage present m different 
sections rurthermorc there arc some dcfimte areas of necrosis 
particularly m the neighborhootl of the hemorrhages A few foci 
of lyonphoid cells mav be «ccn about omc of the thm walled 
blood «;paces 



Microcheimcal Note — Study of vanous areas by nucro 
chemical methods such as polarised light sudan III and I^ile 
blue ulphate indicates that much of the tissue particularly 
the lipomatous areas is composed of neutral fat present as single 
large globules and small fine droplets both within and without 
the cells In some areas particularly the medullary and xantho 
matous portions where the foam cells are abundant choles 
term compounds evidently predominate There is no evidence 
of the pre enct of fatty aads leathm or pho phatids 
Diagnosis —Lipoma myxomatode 



APPENDECTOMY WITH LOCAL ANESTHESIA 


This case is presented as an interval appendectomy to be 
done with local anesthesia 

The patient is a nurse in training who was admitted to this 
hospital July 22 1921 wnth a history of si\ attacks of appendici 
tis Tour >ears ago she had the first trouble the symptoms of 
which correspond to a moderately severe acute appendiatis 
Since then at five different times she has had simdar attacks 
There has been an almost constant tenderness dunng this time 
over the cecal region and there is some tenderness today on deep 
palpation There is no other indication of disease 

She has elected to have her appendix removed with local 
anesthesia durmg an interval between attacks 

The skin is first infiltrated with novocain solution from the 
level of the umbihcus downward about 8 to 10 cm internal 
to the semilunar line The skin inasion is made and the ab 
donunal wall infiltrated through this incision The subcuta 
ncous tissues are first mjected around the entire wound The 
most important trunks of the sensory nerves be beneath the 
deep fasaa and the infiltrating needle is thrust through the 
deep fascia and a small quantity of the solution injected around 
the wound in a systematic manner Injections arc then made 
m the midline dow n through the rectus muscle to and mto the 
postenor sheath of the rectus After the lapse of a few moments 
the rectus fascia is incised and the rectus muscle retracted medi 
ally from the gutter between its sheaths after the method of 
Battle Durmgthisproccssoncormorenerveswith accompany 
ing artery and vcm will be exposed passmg beneath the rectus 
These can usually be retracted up or dowm to avoid cutting If 
anesthesia is not complete a few injections may be made along 
the deep portion of the fasaal gutter The peritoneum is then 
opened for a distance of about 5 to C cm lifted with forceps 
and a arcular injection made with a small quantity of the solu 
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tion from the pentoneal side just beneath the pentoneum This 
mjection is made to a\oid pam that might be produced by trac 
tion on the pentoneum about the opemng 

The cecum is found and carefully lifted \vith as little traction 
as possible "i ou will notice that it is rolled up with smooth 
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forceps rather than really hfted As soon as the appendix is 
found It IS fixed at the base with a damp and the meso appendix 
mfiltrated with the ane thetic solution It is then remo\ed by 
the ordinary method of heating the meso appendix and inx ertmg 
the stump The patient has complained of some colick> pains 
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referred to the epigastrium but these ha\e not been severe 
Care should be used m making traction on the abdominal wall 
or vuscera I have had patients complain of pam v\ hen a retractor 
v-as mtroduced mto the wound the blade of which made pressure 



1 ig / 26 — InfiUntion of th« ubci tancou t ^ ics 

upon the pinctal peritoneum bcvoml the infiltrated area This 
should be c ircfulU w atched 

rhe wound is closed with plain gut m the |x> tenor pcritoneo- 
fascial lav er placing crous urface of the peritoneum to «ierous 
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surface The muscle is then replaced in the gutter with three 
or four interrupted plain gut stitches tied without tension on 
the muscle tissue The fascia o\er the muscle is closed with 
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continuous No 2 chromic gut the superficial fasaa with plain 
gut and the skin with silk 

Discussion — The technic of appendectomv with local 
anesthesia should be familiar to e\ei> surgeon One frequently 
finds It indicated It maj be used m a large percentage of 
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intcn al appendectomies as a matter of choice either of the pa 
tient or surgeon The simple procedure used toda\ has pro\ed 
aer) satisfactory We ha\e used it \er\ extensively m the 
ca e of «oldiers who have lung disease either tuberculous or 
following gas inhalation m France 



Fij, i2S — Rectus muscle retracted toward midl ne \nesthetic js at t mes 
ncce sarj along the faKial gutter 

The anesthetic used is * per cent novocain with 1 drop of 
adrenalin ‘dilution to 0 c c of the novocain solution This gives 
complete anesthesia and can be u eel m comparativ civ large 
quantities if neccssarv The quantity we use vanes from oO to 
50 c c 

Pam IS rarcK severe Some of the patients complain of 
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colickj pain which radiates, to the epigastrium sumlar to a be 
{,innmg attack of acute appendiatis Traction on the gut and 
its mesenterv is oided as mudi as possible As soon as the ab 
domen is opened the cecum is gently grasped either with gauze 
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or sponge forceps and rolled up rather than puUeJ up into the 
wound This will usually expose the base of the appendix and 
often the tip Before ligating the meso appendix it is carefullj 
infiltrated wnth the ane thetit If thout'ht neces ary some of 
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the anesthetic solution ma> be injected into the panetal attach 
ments of the cecum to block its ner\ e supply 

Traction on the abdominal wall should be reduced to a mini 
mum and all the tissues should be handled ^nth extreme care 



Fi" 730 — Cecum and appendix exposed shouing sites for mfltration 


Careful hemostasis is important after the u e of adrenaUn 
\\ ounds such as these appear to heal just as ell and as promptlj 
as those done under general anesthesia 

Patients are almo t um\crsall> plea'^ed after the operation 
Nausea \omiUng abdominal distention gas-pains and thirst 
are reducetl Ihe patient is usualU xcr> comfortable the dav 
follouang operation 




ELEPHANTIASIS NOSTRAS OF THE GENITALIA REPORT 
OF A CASE AND AN OPERATIVE TECHNIC 

The case for presentation today had an amputation of the 
scrotum three ^\eeks ago for elephantiasis The history is as 
folloiv s The patient a mulatto thirty one y ears of age u as 
admitted to the Bell ilemonal Hospital April 12 1921 complam 
mg of difficult) of urination loss of se'wial function, and sw ellmg 
of the scrotum and perns 

About fourteen )ears ago he had gonorrhea and double 
bubo Thirteen )ears ago he began to have s>mptoms of a 
stricture and was treated with sounds 

He dates the onset of this trouble from an mjur> received 
to the scrotum by a machine gun tripod while in France m 1917 
At that time the mjury was not severe and he did not discontinue 
work Two months later he noticed that the scrotum began to 
enlarge This has steadil) increased in size up to the present 
time Tour vears ago he noticed that the old stricture was agam 
closmg One y ear previous to admission to the hospital he dev el 
oped an abscess in the perineum which opened and discharged 
foul smelling pus Since that time he has passed some unne 
through this opening There is at present a loss of sexual func 
tion the weight and size of the penis forbidding erection 

The examination on admission showed that his general 
phvsical condition was good except that he appeared slightl) 
anemic There was a marked enlargement of both the scrotum 
and penis The pores of the skin covenng the scrotum stood 
out promincntl) and there was some irrcgularit) in the skin 
surface There were three open fistulx on the posterior surface 
of the mass On palpation the scrotal tissue w as firm and had a 
brawn) feel The distal portion of the penis al o showed this 
brawTi) swelling but at its base the skin and subcutaneous tissues 
were softer and more or less re cmblcil ordinar) edema Ihc 
‘'crolum measured 2S inchc at Us{,riatcsi rirciimference When 
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low the pubes were areas which fluctuated sut'gestmg fluid In 
each inguinal region there was a definite scar of the former bubos 
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The Wassermann as 2 plus The unne iv as negativ e except for 
a few pus-cells The hemoglobin was 60 per cent Examination 
for filana at night was negative Operation was advised and 
accepted 

On "Maj o 1921 under ether anesthesia the scrotum was 
amputated A tourmquet of rubber tubing was placed about 
the base of the scrotum and held in place by safety pms through 
the tube and skin Three unnarj fistulie w ere encountered in 
the mass allleading to the region of the bulbous urethra Both 
testicles were found in normal position in each side of the upper 



l-ig 733 — \ppcarancc four ctVsalter ccond operation 

scrotum and were normal in si?^e Thej were pushed upward 
from the wound and the tunica was not opened When the m 
asion w as made through the skin of the scrotum there w as an 
abundant flow of Kmph AU the di^Miascd tissues could not be 
rcmo\ed but a great portion of tlie ma«s with the exception of 
Uiat about the base of the penis and perineum was amputateei 
\o operation was done on the pem'i The wound was clo edwith 
rubber tube dram igc \ light infection m one end of the wound 
occurred but cleared Uji \tn promplU In three weeks tlic 
wound was entircU healed except a sinus at the site of the dram 
age tube Dr II K W ihl cxammctl the tis ue remox cd which 
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weighed 4600 grams His pathologic diagnosis was elephant! 
asis of the scrotum with chrome smuses 

Three weeks hav e passed since the scrotum was amputated 
Durmg this time we ha\e endea\ored to work out an apphea 
tion in this case for the Kondoleon pnnciple of an anastomosi 
between the deep and superfiaal lymphatics It is evident that 
the glans and body of the perns testicles and cords are not in 
volved m the process In studying the anatomy of this re<non 
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I find that these structures are drained entirely by the deep 
lymphatics and that here apparraitly the superficial lymphatics 
only are m\ olv ed Withthi mmind an operation was planned 
by which the testicles and cords are to be transplanted beneath 
the skin and superficial fasaa with thehope that such a procedure 
will promote drainage of the Ivmpbatics of the penis and the 
remaining base of the scrotum 

W e shall make an incision as for the ordinary inguinal herma 
The external obhque is dmded to a point external to the internal 
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nng and the cord lifted To strengthen the abdominal rrall 
the mtemal oblique is sutured to Poupart s ligament as in the 
ordinary hernia operation The testicle is drawn up mto the 
inasion The tunica \ agmabs is opened turned inside out^ and 
sutured behmd the cord and upper epidid>Tms This is then re 
placed with the testicle against the subcutaneous tissues of the 
upper scrotum A stitch is placed in the external oblique be 
neath the cord The cord and testicle then both be beneath the 



Ffg: 73 i— Ljmphat cs o? glans pen drain into deep glands afoog the iliac 
tskU (Alter Cun -o and Maralle ) 

skin and supcrfiaal fasaa which is now closed o\cr them The 
skm is sutured with continuous ^Uk \ ou can see that there is 
‘'omc possibiht\ here of an anastomosis between the deep and 
superfiaal hmphatics The deep Ijmphatics dram the testicles 
and cord and the superficial l>inphatics dram the ‘^km 
On the right side the amc procedure is earned out 
It IS planned to do a circuma ion under a local anesthetic 
at «<ime future time as oon as the maximum shrinkage of the 
tissues has taken place 
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Discussion — The elephantiasis m this case has evidentlj 
been produced bj the double bubos stricture and the accom 
panjmg inflammation Filanaas the common etiologic factor 
m tropical countries is not neces ary for the dev elopment of this 
disease Any obstruction to the Ijmphatics with resulting 
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j mph edema and inflammation maj be the cause It is more 
common m the males of the negro race 

It may affect the leg arm gemtaha breast hp face or 
scalp It IS most common in the leg examples of which are not 
uncommon 

The pathology is characterized bv a chrome mflammatorv 
fibromatosis or hypertroph> of the hypodermal or dermal con 
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nective tissues There is a brawnj induration of the skin On 
section there appears a lymphangiectasis, hemangiectasis, hy 
perplasia of the connectne tissue and chronic edema When 
the tissue is cut there is usuallj an abundant flon of lymph 
Bleedmg ma> also be profuse due to dilatation of the veins 
The treatment up to the present time for this condition has 
been amputation of the scrotum and if necessary a plastic opera 
tion upon the perns 



Fig 737 — ^Thc lymphatics of the testicle epididymis and \nsceral 
Iay*cr of the tunica 'agtnali pass along the spermatic cord and dram into 
the glands of the lumbar reg on ( \fter I o ncr Cun6o and Delamcre ) 

Summary — ^This setms to be \ cr> defimtelj a case of sporadic 
elephantiasis of tlie scrotum and perns due to infection of the in 
guinal glands and pen urethral infection follotvnng stneture 
The treatment of these cases is al\%a\s surgical This has 
been abundant!) pro\ ctl in the past 

The opcratiN c technic first usetl in this case was to remoN e 
as much of the di'^ca^ctl tissue as possible The ‘second opera 
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Uon was designed to dram the diseased area and pre\ent re 
currence by remo\ mg the barrier between the superfiaal and deep 
Ij mphatics This method was suggested to me by the Kondoleon 
operation for elephantiasis of the arm and leg which is founded 
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upon the principle of an anastomosis between the superficial and 
deep lymphatics thus drainmg the former and reducmg the 
lymph obstruction 

I offer this operatu e techmc as a suggestion only because 
it has been used m but this one case as far as I am able to learn 
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Judging from the results reported from the Kondoleon operation 
benefit from this method may be reasonably expected 

Later Notes — ^The ^\ounds of the second operation healed 
per pnmam After the first operation there appeared to be some 
diminution m the size of the penis at its base This ^as \ery 
definitely true four weeks after the second operation At this 
time all of the tissues had sufficiently softened to feel the location 
of the glans above the prepuce The corpora could be definitely 
outlined The patient notified me that erections ere now possi 
ble ^\hich\\ ere not possible before 

In August 1922 more than a year after the operation the 
patient ^^as seen and exanuned His condition hid so far ira 
proved that he did not care to return for further surgery There 
was still some enlargement of the skin and subcutaneous tissues 
of the perns nhich was morQ marked after standmg during the 
day The foreskin could be retracted from the glans with ease 
He ^as at that time in possession of full sexual po^er and func 
tion and considered circumcision unnecessary 
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VON RECKLINGHAUSEN S DISEASE 

Tms IS a startling case (Fig 739) It fastens itself on one s 
attention at a glance Before it came to us neither of us had 
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cen an> thing like it The patient a \\oman fift> nine \ears 
old «inglc has a strong strain of Indian anceslr% i small lender 

i«47 
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uneducated but intelligent Feels well but is annoyed b> the 
growing mass at the base of her neck there is no pain and the 
mass IS not tender it has been growing rapidly for the last month 
or two and is begmnmg to pre\ent lateral fle'^ion of the neck 
toward the left there is no respiratory difficulty or cardiac dis 
turbance digestion and appetite are good The nodules in 
the skm have been increasing m number not so much m i^e for 
many years There ha\e been no menstrual disorders an un 
eventful menopause occurred ten yearn ago There has been 
no illness etcept measles and whooping cough early m life 

Physical Ezammation — ^Heatt negative lungs negative to 
percussion auscultation and palpation butthe-rrav shows them 
both studded with shot like nodules which throw dense shadows 
The skin ov er the entire body and the e'^tremities show s numerous 
patches of browmish discoloration over rounded cutaneous or 
subcutaneous tumors which feel like fibrous tissue are freely 
mov able and w hich v ary m size from that of a gram of w heat to 
that of a flattened marble There is no regularity of distribution 
of the tumors At the left side of the base of the neck there is a 
hard tumor the ize of an ostrich egg which seems mobile enough 
to permit of its removal From this mass louj, folds of what 
feels like fibrous ti sue covered with coarse pigmented skin fall 
m festoons the longest of which reach below the waist hne 

Comment Surmg Operation — ^The masion for the removal 
of the mass is rather more awkward than difficult to make It 
must be carried through the skm and subcutaneous tissue to the 
large mobile mass which we hope will peel out easily Unfor 
tunately it does not peel out easily and m dif'ging it out we have 
torn through what looks bke a capsule and the tissue of which 
the tumor is composed looks like sarcoma We now attend 
carefully to hemostasis and dose the wound with interrupted 
sutures of fine catgut For purposes of examination we shall 
now exci e several of the e skm nodules from the thigh closing 
wounds with catgut sutures 

N t — M p xam t f th t mo d h w that th 
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This patient must be given x ray treatment to supplement 
this operation for it is not concei\ able that is c ba\ c removed all 
the tumor which is undoubtedly malignant in character 

In reading the literature on this case ne find that the con 
dition while uncommon is not rare and is sanously spoken of 
as multiple neurofibromatosis multiple neuroma elephantiasis 
neriorum and fibroma molluscum Adrian m 1903 collected 
407 casts and Preiser and Davenport in 1918 state that the 
di'-ease occurs once m 2000 coses \ on Recklinghausen noted 
the frequent association of multiple neuromas with cutaneous 
fibromas and m his paper published m 1882 he clearly defined 
the relationship between \anous manifestations of the disease 
w hich has since quite properlv borne his name 

Concerning the pathology of the tumors the thing which 
seems most definitely established is that they grow from the 
nerve connective tissue epmeunum endoneunum or permeu 
num Osier say s that they grow from the sheath of Schw ann 

Tnmble is inclined to believe that the tumors are properly classi 
fied V. ith the ter vtomata In his report of a \ cntral tumor of 
the sacrum he ha** this to say \ cry carK m embryonal life 
the pnmitiv e gut and the neural canal are continuous it about the 
caudal end of the notochord through the medium of the neuren 
tcnc canal On one side of this canal and continuous with it 
are the tntodtrmal cclK from which are de\ eloped the foregut 
kidneys ureter bladder etc and on the other side are the 
ectodermal cells from which ire developed the spinal cord brain 
and nerves Directly associated with these two groups of cells 
Is a third group the mesodermal cells from which are developed 
the mu clcs bones blood vcs els and connecliv c tissues From 
the c three group of cells differentiated onU by individual poten 
tiahlKs arc rapidlv outlmerl the various tissue and organs of 
tlic bodv He believes that these tumors may be cut offs from 
these cell masses ibout the ncurcntcnc canal ami that thev may 
produce any tv pc or combmition of types of the body tissues 
and further that nerve clement m the tumors dc cribcJ are not 
cs‘;cntial to thur classUic Uton as \ on Rccklmghau cn s di ease 
lUlmholz and ( ushmg m their article publi he I m the Amer 
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Jour of Med Sci 1906 \ol 13’ p 333 report and picture a 
number of cases all of uhich ha\e tumors chiefly m\olving the 
scalp or face In their oxm cases the> ha\e demonstrated 
degeneratmg neurofibnls Others ha\e demonstrated ganglion 
cells in these tumors In many reported cases mcludmg our 
oun only fibrous tissue has been found Besides these tumors 
of the skm and subcutaneous ti sue sie find the bones are some 
times affected the condition bemg knoun as osteitis fibrosa 
cjstica The tumors u uallj are btmgn but a tendency to 
undergo sarcomatous change as m our own case has been re 
potted Me ha\e found m the hteriture no observation of 
nodules in the lungs though fibrous tumors in the ualls of the 
mtestme and stomach hav e been reported m one case in w hich an 
autopsv uas done \\ e arc incluied to consider them as tumors 
similar to the si m nodules though it is possible they are metas 
tatic sarcomata The nodules rarelv occur on the soles or palms 
but Anderson in the Jour Amer Med Assoc 1920 vol /4 
p 1018 pictures a ca e with tumors on the left sole Pigmenta 
tion of the skin over the tumors is common Cystic fatty and 
mv \omatous degeneration was reported b> Von Recklinghausen 
Concemmg the etiolog> little i definitely known The 
French and Italians have tried to connect it with endocrine 
d) sfunction but one should be wary of pitfalls along this route 
The few thmgs we do know are First that the disease always 
date's from early childhood hcindel says it is always con 
cCmtal sometimes hereditary often familial Second that 
it IS about equally frequent among males and females Third 
that the familial tendency la marked Fourth that it is un 
common m negroes Preiser and Davenport m their paper re 
f erred to before (\mer Jour Med Sa 1918 vol 156 p 507) 
pre ent m an excellent fashion the familial occurrence of many 
cases The influence of toxins and traumatism m determining 
the tumors is noted by many Typhoid fevtr diphtheria pneu 
monia arsenical poi'^oning lead poisoning pubertv and pre 
nancy have preceded the appearance of the first tumors or a 
sudden growth of tumors thit have previou ly existed 

The symptomatology of the disease is varied Almost any 
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sort of pa> chic nen ous or trophic disorders general depression, 
neurasthenia muscular contraction pain nhich maj be intense 
and radnte alonj, the distribution of the nerve trunks m\ oh ed 
scoliosis or sexual impotence mav be present 

tater Notes on This Case — Fhe tumor on the neck recurred 
and nas a^am remoied "March 28 1922 The nound uas left 
mde open so as to give the x ra> a better chance at penetration 
May 18th she returned with another recurrence larger than the 
last The patient became progre si\ el> vs eaker and died June 
oO 1922 ho autops) was permitted The accompanying 
picture (Ti" 739) imperfectly shows the gross appearance of the 
tumor 




GASTRIC AND INTESTINAI. BLEEDING IN CHRONIC 
APPENDIX AND GALL BLADDER DISEASE 

I\ this case ha\e a manifestation that is uncommon 
though not rare Bleeding in the gastro intestmal tract as an 
accompaniment of disease of the appendix and the gall bladder 
has been reported manj tunes in the literature of America Eng 
land France Austria Germanj and Italy The total number 
of reported cases howe\ er is small enough as to make any ne\s 
case worth) of note 

This patient referred to us b) Dr Milne was first seen by 
us three days ago after a \er> thorough analysis of her case b> 
Dr Milne She complains of pam and tenderness m her nght 
abdomen and gi\ es the following dear bistorj Her mother and 
certam others of her family ha\c had liver trouble with jaundice 
Her owTi illnes^^cs aside from her present trouble indude scarlet 
fe\er at ten Ncars a «ie\ere case of flu followed by pneumonia 
three years ago frequent attacks of tonsillitis until two >ears 
ago when tonsils were remo\ed Her menstrual histor> is un 
mteresting She has had 7 pregnanaes 4 of which miscarried 
at about two months reasons not known Otherwi'^e the ob 
stetnc history is negaU%e except for erysipelas following the 
birth of her second child 

The story of her prc<^ent illness goes back thirty six vears 
w hen she w as ten y ears old and when she had an attack of scarlet 
fever after which she was never so strong as she had been She 
defimtelv remembers an attack of epigastric pam w ith nausea and 
vomiting when she was fifteen years old From that time until 
now she has had a great deal of digesUv e trouble — pam nausea 
and vomitmg At eighteen years of age there was a profuse 
gastnc hemorrhage following one of thcae attacks ITiesame 
thing occurred w hen she was twenty y ears old Betw cen attacks 
there w ere occasional black shining stools Tlic next hemorrhage 
occurred when she was thirty two years old \t thirty ix he 
had the most sev ere bleeding of her expcnence and one v ear ago 
'OU3— 9* *SS3 
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when he was forty five the last marked bleeding from the stom 
ach occurred In e\ ery instance the \ omitm<^ of blood \\ as pre 
ceded or accompanied by fpigastnc pain and nausea The 
pain would sometimes radiate mto the nght hypochondrium 
the right back and scapular r^ion and several times there has 
been noticeable jaundice With the exception of the bleeding 
this IS the ordinary story of as ociated chrome di ease of the 
appendix and gall bladder 

The exammation reveals a woman forty six years old fairly 
well nourished and slightly jaundiced Teeth are in fair condi 
tion There IS c deviated eptum the tonsils have been removed 
Blood pressure 130/76 Heart is normal m outline and bound 
ariea and there is no murmur or thrill Lungs are normal chest 
symmetric expansion good The nervous system is negative 
The abdomen is normal in shape no palpable masses no rigidity 
There i a marked tenderness in the nght hypochondrium and in 
the nght side of the epigastrium also in the nght ihac region and 
at the nght lumbar ganglion Unne negative * Ray exaimna 
tion of the gastro intestinal tract reveals no evidence of pathologic 
change 

The sigmficant points in the history and phy ical findmoS 
are (1) That her symptoms of gastro intestinal disease began 
soon after scarlet fever and that from then on she had frequent 
attacks of tonsillitis until tonsillectomy two years ago (2) 
That there have been repeated attacks fairly characteristic of 
combined appendix and gall bladder disease (3) That the 
character and the relation of the pam and location of the pomts 
of maximum tenderness clearly indicate gall bladder disease 
Also the tenderness over the nght lumbar gan lion is seldom 
present in the absence of chronic disea e of the ileocecal appendix 
region (4) a: Ray examination is negative (5) Repeated blood 
Wassermann tests are negative 

We have based our diagnovi of gall stone and chronic appen 
drx disease on these positive and negative data Just what is 
the cause of the gastro intestinal bleeding we do not know and 
we prefer not to speculate on it until having inspected the stom 
ach and duodenum 
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Comment Dunng Operation — ^\Ve shall use a straight nght 
midrcctus incision for the reason that it gives an excellent oppor 
tunit> to examine all the organs of the upper abdomen al o 
through it one is nearly aUv a\ s able to inspect the appendLX In 
this case we are compelled to lengthen the mcision downward 
in order properlj to expose the appendix field \ou will see 
that there is a developmental band reflected from the ileum 
around the front of the proximal third of the appendnx passing 
on to the outer lajer of the meso appendtx This anatomic 
anomal) is suffiaent to cau«e what is commonlv though improp 
erlj called chronic appendicitis There are no other evadences> 
of appendLX disease except that the structure is longer and thicker 
than usual ^\c shall divide this band and then remove the 
appendLX inv aginatmg the stump of it bj means of a purse string 
suture of No 0 plain catgut It mav seem antiquated to some 
of }ou that we still go to the trouble of mvaginaUng an appendix 
stump but w e feel just a little safer after hav mg done it 

Palpation of the gall bladder reveals it somewhat distended 
and contammg a large stone After packing large sponges about 
the gall bladder to protect the adjacent peritoneum from con 
lamination with bile an openmg is made large enough to permit 
removal of one large mulberrj stone There are no others We 
shall suture a rubber tube to the margin of the wound m the gall 
bladder and make no eflort to invert its edges The tube acting 
as a foreign bod> will have the effect of reversing the Ivmph 
stream m the gall bladder wall and so tend to wash out anv in 
fcctious elements that might othenv ise remain there \\ c belicv e 
that a failure to gra^^p the probabilitv of this effect of the gill 
bladder drainage has induced manv operators needles 1\ to sacn 
fice man> gall bladders 

\\ e now desire to in^^pect the stomach duodenum and in 
tcslinc for evidence that mav explain wh> the patient has bled 
^ much and o often Fhe stomach is absolutclv normal m 
cverv wav it is not enlarged its wall arc not thickened there 
arc no v 1 iblc “^cars in it and there is not the slightest sugge lion 
of vanco iiio an) where The duotlcnum i ihlalcil but there 
IS no evidence of kinking or twi tmg Its wall arc normal in 
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color and thickness and there is no evidence of scars in the region 
near the p> lorus or elsewhere 

We shall close the abdominal wall wound in layers without 
any drainage material other thsui the tube sutured m the gall 
bladder wound The skin surrounding the wound is anomted 
thickl) with zinc oxid ointment to protect it from the irritating 
effect of the drainage bile 

Now how IS the bleeding m this case to be e^Iamed m the 
absence of vances or ulcers'* Woolsev asserts that 2 per cent 
of appendiatis cases and about 5 per cent of gall bladder m 
fections give a bistorj of gastnc bleeding In our experience 
this estimate is much too high There are a great manj cases of 
appendix disease in which practically all the symptoms are re 
ferred to the upper abdomen but by no means have we seen gas 
trie hemorrhage m 2 per cent of the cases 

Floersheim states that gastnc hemorrhage as an accompani 
ment of appendix and gall bladder disease seldom shows an> 
pathologic change m the stomach Kuemwell notes mtestmal 
bleeding as a rare symptom of chronic appendix disease and 
asserts that it is usually due to an embolic duodenal ulcer Judd 
has called attention to the frequenc> of associated gall bladder 
disease m cases m which the s>mptomatolocy mdicated onl> 
bleeding duodenal ulcer He specifically mentions one case in 
which there is no evidence of the source of the bleeding and 
suggests that it is due to the pre ence of toxins in the blood and 
that it IS to be considered as being analogous to essential hema 
tuna or bleedmg from an unbroken nasal mucosa 

We are mclmed to agree with thi theory of toxemia as the 
cause of bleeding in such cases as the one before us and w e regard 
it as extremely sigmficant from an etiologic viewfpomt that this 
patient s history of trouble definitdv began with scarlet fever and 
that repeated attacks of tonsillitis have maintamed a more or 
less mtimate time relationship with her gastro intestinal attacks 
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TUBERCULOUS SALPINGIHS 

Case I — colored uoman aged twenty six came into the 
hospital two weeks ago compHimng of sharp shooting pains in 
the left side beginning three weeks before The onset of the 
illness was assoaated with headaches fever and chills The 
abdomen became swollen and tender The patient was com 
pelled to remain in bed for two weeks but during the week before 
her admission she was so much improved that she was able to 
get up and attend to some of her hou ehold duties She has 
been married three jears but has never been pregnant There 
was marked Icukorrhca On ph>sical examination the patient 
was well nourished and apparently in good health However 
her abdomen was distended and tender cspeaally over the liver" 
Vaginal examination showed a tender mass on each side of the 
cemx At operation the peritoneal cavitj was filled wath clear 
serous fluid and the serous surfaces studded wath tubercles 
throughout the abdominal cavitj The tubes were much en 
larged on both sides appeared inflamed were covered with 
tubercles and w ere erased The postoperative course w as com 
plicated b> annoying gispaini. flatus and elevation of the 
temperature up to 103 F The temperature however gradually 
returned to normal and the patient was dischargetl two weeks 
after the operation apparentlv well 

This IS one of the tubes that was removed It is considerably 
cnlargwl measuring 3 cm in diameter Its surface is mflamcd 
and covered with tubercles I here are also some patches of 
fibrin <;ome of vshicli extend over the surface of the adjacent 
ovan otherwise the ovarv ippcars normal In a cro<;s section 
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through this tube >ou will note that the wall is markedlj thicL 
ened The normal epithelial folds are obliterated and the lumen 
practically occluded bj apa]e\dlm\ oft friable encephaloid 
tissue showmg small caseous foci The fimbriated end of the 
tube 1 open j et no tubercles are seen along the end and margm 
of the tube The tubercles are more abundant near the middle 
portion of the tube 

This is a microscopic section through the tube and it shows 
typical miharj tubercles containmg giant cells in both the folds 
of the mucosa and m the serosa Fei\ tubercles could be seen m 
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the muscle la> er This sugge ts that the tubal condition is prob 
abl> a direct e'stension from the peritoneal process which is pri 
mary A large percentage of tuberculou salpmgitis some hold 
that most of them become mfetted from the peritoneum Such 
an infection may spread to the tubal mucosa through the fimbn 
ated end or throu‘Th the lymphatics of the peritoneum Other 
authors hold that the tubercle baalli are swept in or aspirated 
into the tube just as the o\a from the ovaiy are carried into the 
tube by currents produced by the mo^ement of the tubal ciha 
and its muscle lay er The mucosa of the tube is \ ery susceptible 
to the grow th of tubercle baaUi and an extensic e endosalpingitis 
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results earlj and soon o\erehadoivs the perisilpmgitis While 
tuberculous ‘5'ilpingitis frequentlj follows tuberculous peritonitis 
the latter rarely follows the former except locall> about the 
fimbnated end of the tube 

One interesting feature of this case is the apparently healthy 
appearance of the patient m spite of the extensive lesions m the 
peritoneal cavity and the comparatu ely uneventful recovery 
following the salpingectomy 

Case II — Uso a colored woman aged thirty one wath a con 
stant dull aching pain m the lower abdomen and bach beginning 
fiv e months ago Thispatient was married one year ago but has 
never been pregnant She has leukorrhea and painful imetun 
tion The physical examination showed a poorly nounshed 
negress who had some tenderness m the lower abdomen and a 
palpable tender mass in the postenor fornix of the vagina At 
operation both tubes were found enlarged the nght tube being 
twice as large as the left Attached to the enlarged thickened 
left tube there w as a large rounded cy st of the ov ary There 
w ere no tubercles on the peritoneum generally as in the preceding 
case The postoperative course was prolonged and stormy and a 
fistula perMbted through the abdominal w ound Three months 
later a second operation vvas performed a pelvic abscess found 
and drained through the vagina There vvas rapid improvement 
followang this operation and the patient was discharged several 
weeks later apparently uitirtly well 

The tubes in this case appear quite different from those m 
the first one The nght tube is matted down wath the ovary 
into a fl It ov al mass mcasunng 8 by 7 by 5 cm The tube is 
thickened and ‘spreads over the ovarian evst which has a thin 
wall with clear watery contents This evst measures 0 cm m 
diameter Over Us surface especially near the fimbriated end 
of the lube there arc a few small nodules suggesting tubercles 
The^c could ca lU be ovcrlookdl in the operatmg room The 
inner wall of the evst is smooth The tube is rather roughened 
on the outer surface it shows omcadheions but shows no verv 
definite luberclcb except alxiut the fimbnated end where there 
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are nodules suggestiv e of tubercles The fimbriated end is closed 
The lumen of the tube contains a considerable amount of thick 
j ellowish green pus The wall of the tube is markedlj thickened 
and its inner surface is rough ragged granular and caseous with 
a pale j ellowish color The other tube presents a similar pic 
ture 

The microscopic CTammation of both tubes shows numerous 
miliarj and caseous tubercles particularh abundant in the 



mucosa Occasional ones may be found in the serosa ^ erj few 
if an> in the inu>culans Giant cells are numerous The 
epitheha! folds are swollen and there is con iderable irregular 
proliferation of the epithdium 

It will be noted that m this case there was a large cj st of 
the o\ar> A cystic change in the ovaiy is frequentl\ reported 
m the assoaation with tuberculous alpingitis 'ttTiether there 
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li z definite ehologic relation betveen the=e tvo i_ ho"'e\er 
doubtful It IS not often that tuberculcm, ot the o\ arv iollo*'-s 
tuberculchisofthetube. It i_ also vorth noting that the alpmgi- 
tisinthi-casei-bauenil ThL is tnie m mo t all C 3 «fe of tuber 
culo^is. 01 the tube V uJK the right «ide l affected mo-e 
Tn^Ti edl v th*Ji the leit The tubercles are frequentl\ easil\ 
o\ eiloohed ^ that the condition often comes to the pathologi_t 
mthout a di^gnons. bang nu-de Thi. the C2*c in thi" p^r 
ticul 4 .r instance the imcnxopic examination fir*t gi\'mg a defi- 



Rg 4- — Tubpicck) ^ endosalpissi _ Lot pcnrer cagniScat*^ of rilLan, 
m r- cosa o^ tub^ of II 

mte due of a tuberculou_ proces_ It l. at times iinpo_ible to 
dutmgui-h iiu.cro><opicall\ betveen a tuberculous and a non 
‘:peanc p 4 o'dpinx- The finding of tuberdes explains the pro- 
longed po=toperati\ e anir« in this case fo- «uch complicatioas 
are much more frequent vnth tube culo-is than other iniection* 
of the tubes 

Case m. — ^White vom-n, ».ged iort\-one compLuned 01 
^.tt^cks of pwin m the ^tomadh The nrt *.tmck. v*as noticed 
tvo\earsago the second one\car2^o and the I^t one began 
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one week ago beginning just before the menstrual period These 
attacks were se\ ere lasting one to two hours and were associated 
with nau ea and \onuting The pam was most marked o\er 
the appendix and radiated into the back and pel\is A tender 
lower abdomen was felt and tender mas es on each side of the 
cervix The patient has been married fourteen \ears but has 
never been pregnant One sister died of tuberculosi At opera 
tion the uterus was found to be retroflexed and held down bj 
adhesions Both tubes were thickened and inflamed and the 
left ovary was cjstic and matted down behind the uterus The 
tubes were twice the normal size and were excised 

These tubes taken from this case at first sij^ht did not look 
as if the> were tuberculous Their surfaces are rough and on 
careful inspection occasional small tubercles ma> be recogm/ed 
particular!) about the fimbriated end There are manv hemor 
rhagic adhesions There is little pus in the lumen The 
fimbriated ends of both tubes appear normal and are open The 
wall of the. tube becomes thickened about 1 cm from the fim 
bnated end As in other cases the epithelial folds are obliterated 
and the inner surface shows caseous nodules some of which extend 
well into the middle layer of the wall of the tube 

The microscopic examination shows man> typical miharj 
and caseous tubercles throughout the wall of the tube They 
are also abundant in the musculans in fact some of the largest 
and apparentl) oldest lesions are in the musculans According 
to some authors Kafka m particular the involvement of the 
musculans is sigmficant of the mode of infection When the 
orgamsms reach the tube by way of the blood stream the muscu 
lansis the first to be mvolved whereas if themfection is denved 
from the pentoneum the mucosa 1 more the primarj seat of the 
lesion 

Another ev^dence of a hematogenous mfection is the fact that 
the fimbriated end showsso little involvement with the tubercular 
reaction most marked in the middle part of the tube Such a 
hematogenous mfection imphes the presence of a tubercular 
focus elsewhere m the body winch deUvered the baalh into the 
blood stream These bacilli finding the tubal tissue a suitable 
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medium for their growth ellled there and began the legion dei> 
cnbed "No buch pnmar\ legion ^aj» di-co\ered in the patient 
but a negaU\e clinical finding is not conclusive Such pnmarv 
foa ma\ be bronchial gland or pulmonarv le-ion* too sraall to 
be detected or the\ ma\ have re<:re^ssi while the '^ondarv 
growth in the tubes continued to develop There ha been 
much controv ersv on the f requencv of the hematogenous mode 
of mfection of the tube» but the weight ol opuuon tends to 
ascribe to it a mo t important role 

Thi patient made an unev enlful recov er\ after the operation 
As in Ca^e IT tuberculo i was not u_pected until the micro- 
‘=copic report was obtained It is worth noting that while the 
sv-mptoms were more -^vere and acute the tubes were not as 
abnormal or as matLedIv pathologic as in the preceding ca^es 

Case IV — This patient a colored woman aged twentv eight 
hist entered the ho-pital one vear ago following an attack of 
abdominal cramps that began suddenK three weeks before 
Thi attack was a Miaated with fever vomiting general weak 
ness diarrhea and distention of the abdomen It was «o ev ere 
for the first two weeks that <he had to remam m bed She was 
much better the last week before entering the hospital and was 
’ able to get up and do «ome of her hou'^work She is married 
but has never been pregnant On pbv ical examination «H)me 
rales were heard over the chest and an mdetmitc mass was felt 
m the lower abdomen A aginal exammaUon. Jiowed a marked 
tenderness of the pelvic organs There was slight anemia and a 
white blood count of 11 oOO The preoperative diagno is was a 
partial intestinal ob Iruction and a loughing hbroid 

Laparolomv showed a large fibroid m the pelvis bound down 
bv mflammaton adhesions The small mtestines were distended 
On separating some of the pelvic adhesions ab ces*^ were 
broken mto The patient s condition became v erv w eak a 
vaginal dram wa'^ placed and the abdommal wound hastflv 
After the operation the patient had marked elevation 
of temperature and appeared verv ill for -^veral dav A pro- 
fu'e purulent di-^harge pissed out through the vagmal dram 
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fo!lo^\ed by gradual improvement One month after operation 
she was discharged still feelmg tender in the pelvis but otherwise 
much better 

Tw 0 months later the patient returned vvath pain m the ri ht 
lower quadrant and with an uncomfortable sense of n eio’ht m the 
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pelvi Each morning there were abdominal cramps and pams 
with a feelmg of weakness and a tendency to faint on standmg 
The men es were scanty At the second physical etammation 
she seemed well nourished though she looked ill Her lapa 
rotomy wound had healed up completely There was marked 
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tenderneb m both inguinal regions pitUcularly on the right 
side In the latter region there \ias some rigidity and a mass 
about the si/e of a grape fruit Vaginal examination showed in 
definite tendtr masses in both fomices adherent to the uterus 
The second Idparotomj showed a large fibroid protruding 
from the pehat. and adherent to the intestines in tv\ 0 locations 
At the site of each of these adhesions there were small ab'^ct'^c'^ 
containmg thick, pale 5 . ellow pus The fibroid was attached to 
the uterus b\ a small pedicle and wa*! removed Both tubes 






Fig 44 — Diffuse tuberculous reaction in mucosa of tube of Case IV 


V ere enlarged thickened and contained considerable thick green 
ishjellov, pus The appendix was thickened and attached to 
the inflammatory pelvic mass It was removed along with the 
uterus and the tube^ For several weeks after the operation 
the temperature remained elevated often as high as 103° T but 
It gradualh returned to normal One month after the operation 
the patient N\as discharged apparently well Recently n\e 
months after the last operation she wrote saying that she felt 
fine and had gamed 40 pounds m weight '^mcc she lelt the 
hospital 



1566 


IIAKRV R WAJIL 


These are the tubes removed from this case The> do not 
look nearly a bad as was e’cpected from the se\ ere clinical dis 
turbances caused bv them There was no general tuberculous 
pentomtis In both you note that the fimbriated ends are open 
and the alls are thickened On both there are adhesions on the 
outer surface but no definite tubercles The lumen contains a 
small amount of jellonish pus but is partly obliterated b> soft 
friable tissue showing a grayish white mottling and sugge ting 
granulomatous tissue Fhe epithelial folds are obliterated 
Small caseous foci appear m the iimer wall 

The micro copic examination shows manj tj'pical miliary 
and caseous tubercles In addition there is considerable diffuse 
epithelioid reaction in the stroma of the mucosa with scattered 
giant cells throughout the tissue between the epithelial masses 
Occasional iruliary tubercles ate also present m the muscularis 
There IS also a \ ery marked irregular proliferation of the epithehai 
cells of the folds of the mucosa giving a wild typical epithelial 
architecture yet the mdmdual cells do not appear invasive As 
in the preceding cases the Icsiom. are not as marked as was 
expected from the clinical symptoms and tuberculosis was not 
expected until the microscopic examination was made The 
prolonged postoperative course was explamed bv the tuberculous 
nature of the process 

Case V — ^Thi 1 a colored woman aged fortj who came into 
the hospital complaining of a tumor in the abdomen which she 
said was first noticed four years ago There has been some 
abdominal pain since then along with difficult and pamful mic 
turition There js marked n>cluna The abdomen has mark 
edl> enlarged Patient has lost 15 pound in wught m the past 
> ear Her menses have been regular but scant> up to the last 
time since which time thc> have ceased entirely Patient has 
been married but has never been pregnant One sister died of 
tuberculosis On phv sical examination we found a poorlj nout 
ished colored woman whose ton ils were unusuallj large and 
a purulent exudate could be seen ui the cr^-pts I alpation of 
the abdomen show td a tumor mass m the pelvis extendinj, to the 
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umbilicus II felt hard and smooth and larger on the left side 
It did not feel nodular On ^aglnal evamination the mucosa 
of the % agina seemed to protrude mto the entrance forming a soft 
mass Just beneath the symphjsis there was an elongated mass 
that felt indented and seemed to run into the mam tumor mass 
The cervLx could not be felt The red blood cell count was 
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F 745 — Right tube from Case V Note small sclerotic ovary m the angle 
of the tubal mass 

4000 000 and the white count 7400 The Wassermann test was 
negaU\ e 

At operation a pelvic tumor mass about the ize of a cocoanut 
was found adherent to the pentoneum intestine bladder and 
lower anterior abdormnal wall This was a large opaque tough 
fluctuating tumor mass ansmg apparentlj m the region of the 
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These are the tubes remo\ed from this case They do not 
look nearly as bad as was expected from the ses ere clinical dis 
turbances caused by them There was no general tuberculous 
peritonitis In both you note that tht fimbriated end ire open 
and the u alls are thickened On both there are adhesions on the 
outer surface but no definite tubercles The lumen contains a 
small amount of yellowish pus but is partly obUtented by soft 
friable tissue showing a grayish white mottling and suggestmg 
granulomatous tissue The epithelul folds, are obliterated 
Small caseous foci appear in the inner uall 

The microscopic examination shows many tyiiical nuliarj 
and caseous tubercles In addition there is con iderable diffuse 
epithelioid reaction in the stroma of the mucosa, with scattered 
giant cells throughout the tissue between the epithelial masses 
Occa lonal miliary tuberdes are also present m the musculans 
There IS also a \ ety marked irregular proliferation of the epithelial 
cells of the folds of the mucosa gi\ung a wild typical epithehal 
architecture yet the individual cells do not appear in\a8i\e As 
in the preceding cases the lesions are not as marked as was 
expected from the dimeal symptoms and tuberculosis was not 
expected until the iruCTOscopic examination was made The 
prolonged postoperatii e course was explamed by the tuberculous 
nature of the process 

Case V —This is a colored woman aged forty who came into 
the hospital complaining of a tumor in the abdomen which she 
said was tirst noticed four years ago There has been some 
abdominal pam since then along with difficult and painful mic 
turition There is marked metuna The abdomen has mark 
edly enlarged Patient has lost 15 pounds m weight in the past 
y ear Her menses ha^ e been regular but scanty up to the last 
time since which time they ha\e ceased entirely Patient has 
been married but has ne\cr been pregnant One sister died of 
tuberculosis On physical examination w e found a poorly nour 
ishcd colored woman whose tonsils were unusually large and 
a purulent exudate could be seen m the crvpts Palpation of 
the abdomen show ed a tumor mass m the pelvis extending to the 
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ish >ello^\ pus Its inner Tiall is \erv rough ragged and fnable 
and «eenis to contain •'ome encephaloid cellular tissue other 
places caseous like tiSsue In the bend of this tube there is a 
small thin called CNst somexihat pear <ihaped containing clear 
waten fluid It measures o cm m diameter and 4 cm m length 




I 


F« 746 — Left tube from Case \ Shou ih n nailed c% t with tubercles 
on ts surfa e 


It is attached to the outer surface of the angle of the tube On 
the inner surface of this c\5t there are man\ mall scattered 
grayish nodules somenhat uggestmg tubercle The^e are the 
onl% structure m the entire matenal taken from this patient 
which suggest the tubercular nature of the le ions 

On micro copic examination t\pical tubercles are found in 
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almost all parts of the tubes In the wall of the large cj stic mass 
there are flattened caseous areas In the proximal end there 
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are scattered muitinudeated gijuit cells and mas-^eb of epithelioid 
cells with tuberculous lesions being poorl> circumscribed In 
the larger tube there is also a rather striking change present in 
the fnable tissue noted m the constneted portion of the large 
speamen In this region there is a Aer> atj'pical epithelial 
h\’perplasia appearing imasue m character and presenting a 
wild epithehal architecture somewhat resembling a papillary 
caremoma The cells howe\er «iho\\ no mitotic figures They 
do not ^ arj much m size and tend to show regressive changes 
For this reason m spite of their apparent mvasion mto the sur 



Fig 719 — Miliar> tubercle m the adenomatous area ot Case V 

rounding fibrous tissue a diagnosis of maUgnancy w as not made 
L\ en in the stroma of this wildl> growing epithehal t) pe of tissue 
there vs tuberculous granulation tissue The ections of the 
smaller tube show more tj-pical tuberculous endosalpmgitis 
Some tj'pical miliar> tubercles were seen in the muscle Ia>er but 
most of them were m the mucosa Here also there is a ter> 
marked adenomatous formation 

The presence of a m>oma m this case as m the preceding 
case illustrates the fact that frequently m> omata ate combined 
with tuberculous salpingitis There is no direct relation betw een 
them 
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The striking points of interest in this case are the enormous 
size of the tubes giving a huge tuberculous p> osalpinx second 
the absence of macroscopic evidences of tuberculosis and finally 
a pseudocarcmomatous reaction in the epithelium This might 
be looked upon as a carcinomatous change m a tuberculous 
salpmgitis Such changes are reported hut their relation to 
the tuberculous process is not so clear especiallj m this instance 
Adenomatous growth assoaated with tuberculosis of the tubes 
are common but true carcmoma is verj rare A number of 
authors have discussed the relation of carcinoma of the tube to 
tuberculous salpingitis and an etiolo'^ic relationship is apparently 
accepted by some though not as common as the occurrence of 
simple adenomatous formations. The prognoses in this case is 
good as IS borne out b> the fact that this patient was operated 
on almost tv\o years ago and i apparently well today While 
carcmoma may occur m cormection with the tuberculous sal 
pingitis it IS not very probable that the carcinoma is the direct 
result of the tuberculous process The association i probably 
accidental 

Case VI — 1 his IS a colored girl aged fifteen who complained 
of a hard lump in her stomach first noticed in the lower right 
abdomen three weeks ago There has been no pain though 
some tenderness on deep pressure particularly on the right side 
Nme months ago the patient had a similar mass but in the upper 
left abdomen She did not feel sick and said that she did not 
want to go to the hospital but rather would go on m school In 
the past three years this patient has had corneal ulcers and 
phlyctenular conjunctivitis for which she had received tuberculin 
treatments Her period were normal and began four years ago 
Physical examination showed a colored girl apparently healthv 
though her ri^ht pupil was more irregular luid larger than the left 
one The left apex of the lung bowed increased breath sounds 
A mass about the size of a grapefruit m the lower abdomen 
extended to the umbilicus On vaginal examination there was 
a mass pushing the fundus cf the uteru to the left The white 
cell count w as 10 000 the red count 4 400 000 An x ray of the 
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chest sho^\ ed deposits in the hilum ivith nodes, along the bronchi 
suggesting a tubercular process 

At operation the peritoneal surfaces appeared normal In 
the loi\er abdomen there i\as a tumor mass about the size of a 
large grape fruit attached b> a narrow pedicle to the left tube 
It was co\ered wath man> adhesions On the right side there 
was a large pjosalpin\ about the size of a lemon Arising from 
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Fig 750 — Tube with attached cysts from Case \ I The tubercles are only 
on the inner s rface of the cysts 

the left tube there wa& a large cjstic tumor made up of a thin 
serous w all containing clear serous fluid This thin walled sac 
measured 10 cm m diameter The inner surface of this sac was 
studded wath small w art> nodules suggesUng papillary grow ths or 
tubercles There were many smaller thin walled serous cysts 
also arising from the same tube This tube was enlarged dis 
torted and looked like a large pyosalpinx The o\anes were 
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both enlarged and cj stic Some of the pelvic pentoneum had 
tubercles suggesting a tuberculous pentomtis 

This IS the matenal removed m the operatmg room Note 
the CJ Stic nature of the mass At first it is difficult to determme 
the relationship of these cysts Fust you notice a large oval 
cjst 12 by 8 cm attached b> a narrow pedicle to this markedly 
thickened tube It has a blmsh discoloration It feels boggy 
Its wall IS thick and on opening you see the reddish brown 
fnable spongj contents which represent masses of fibrm and 
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remnants of a blood clot The inner portion of the cyst is mostlj 
semifluid m consistencj and somewhat chocolate in color Here 
and there the wall shoi\ ed small flattened nodules Microscopic 
allj afeiv flattened caseous foaw ere m the wall otherwise it was 
composed of hj aline fibrous tissue 

Then j ou also note another large thin walled cyst attached to 
the surface of the middle portion of the tube measurmg 12 cm 
m length and 8 cm m diameter It contams a watery fluid 
Its inner surface is covered with manj rather scattered large 
wartj elevations A third cyst an mg from the same location 
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measures 6 cm in diameter Its surface is covered with hemor 
rhagic adhesions It has a thick wall and is filled with a jelly 
like substance resembling lemon custard Several small thin 
walled cjsts were present and apparently arise from the outer 
surface of the tube hlany of these cysts showed tubercles on 
the inner surface Fmally also note the tortuous and thick wall 
of the tube itself It is considerably elongated It is distended 
in its distal part the fimbriated end is occluded and has a pyn 
form enlargement measuring 3- era in diameter The tube is 



kiiiked upon itself twice m its course and it is from the surface 
at the angles of the curves that the cysts anse Ovarian tissue 
was not defimtely seen in this region The other tube is also 
enlarged and shows a pyosalpmx with the fimbriated end entirely 

oeduded bulbous in shape and bent o\ er tow ard the proximal 

end In this bend there is a small ox al cystic o\ ary The lumen 
of this tube IS filled with thick yellow pus and is lined by a ragged 

grayish white granulation tissue which appears thick and fnable 

m places The epitheliaHolds are entirely obhterated Is either 
tube showed tubercles upon their surface Both tubes show the 
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same picture on the inner urface both of them contaimno- a con 
siderable amount of pus 

Microscopicallj Jarge caseous tubercles 'were numerous 
The wartj masses m the wall of the cyst were composed of fibroid 
and caseous tubercles Fibrous tissue particularly predonunates 
In the wall of the tube it elf the change w as mainly in the mucosa 
and in some places a few miharj tubercles were present The 
reaction is mostlj more diffuse There seems to be considerable 
tissue reaction and a rather fibroid character to man\ of the 




tubercles In addition there was a \er> marked irregular 
epithelial prohferation causmg adenomatous formations similar 
to the precedm case but not as advanced or as irregular The 
walls of the thin walled cyst show nothing but fibrous tissue and 
no epithelial lining 

One of the striking pomts about this particular ca e is the 
presence of such marked tystic le ions associated with such mild 
clmical symptoms A second pomt is the peculiar c> Stic forma 
tion an mg from the infected tubes In the third place the early- 
age at which this mfection occurred is unusual the tuberculous 


TtJBERCLLOUS SVLPINGITIS 


1577 


infection occurring commonlj much later in life The cystic 
formation is to be regarded as secondary to an inflammatory proc 
ess on the peritoneal surface the cysts representmg nothing 
but subperitoneal c> sts and not Imed by any epithelial structure 
One of these cysts houever containing more gelatinous like 
material is probably of a different origin and may ha\e been 
derived from the ovary 

Case VII — This is a young colored woman aged twenty one 
who came in the hospital wnth a complaint that she had a grow 
mg pam across the lower abdomen This began three months 
ago with a severe frontal headache and a profuse thick y ellovvish 
V aginal discharge associated w ith burnmg on micturition Three 
weeks later she became so weak and the backache became so 
sev ere that the patient had to go to bed The backache seemed 
to radiate up betw cen the shoulders Tw 0 weeks after this there 
developed a sharp pam alternatmg with a dull throbmg sensation 
in the left lower abdomen During the past three weeks the 
patient has had an uncomfortable sensation m the lower abdomen 
and also a pushing down sensation with each mspiration She 
describes the pam as if it would tear her open She lost 30 
pounds in weight M enstruation began at ixteen and w as regu 
lar up to one year ago since which time it has been irregular 
Ihere was some dysmenorrhea Following childbirth there is a 
history of puerperal infection The patient had been in poor 
health three months after the birth of the child One sister of the 
patient died wath tuberculosis Physical examination showed a 
poorly nourished anemic appearing colored woman with a 
generalized tenderness throughout the abdomen particularly 
marked m the lower abdomen and on the left side Vaginal 
examination showed marked tenderness on each side of the 
vaginal fornix wnth retroflexion of the uterus There was con 
siderable induration in the broad ligaments on each side 
Chmcal diagnosis was a bilateral salpingitis wnth a retroflexed 
uterus Blood count was about 4000 000 red and 8000 white 
blood cells The temperature went up to 101® T before the 
operation but after the operation went up a little bit higher for 
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several da> s Wlule in the hospital the patient complained some 
what of night siveats 

At operation numerous adhesions were found m the region 
of the pelvis Many of these adhesions appear hemorrhagic 
Both tubes were markedly enlarged The uterus w as retroflexed 
with considerable attachment of the intestmes through this re 
gion On breaking down some of the adhesions a considerable 
amount of pus oozed out from one of the tubes The tubes and 
uterus were remo\ed with some difficulty Apparentl> one of 
the tubes formed a wall of a pelvic abscess Culture made from 
this pus showed a Gram negative bacillus and also some coca 
There were no tubercles over the pentoneum generallj 

This is the specimen which wras removed at operation \ou 
will notice the uterus is rather small The tubes are flattened 
out but very much enlarged markedlj inflamed and covered 
with numerous hemorrhagic adhesions On one side the tube 
is so ragged and irregular that it suggests a part of the wall of a 
pelvic abscess About the edges of this ragged inflamed tubal 
tissue there is a considerable amount of fibrm The fimbriated 
ends are open Over the surface of the tubes particularly near 
the fimbriated end the tissue is roughened and there are small 
translucent grayish nodules somewhat suggestive of tubercles 
The lumen of the tube contams a moderate amount of pus The 
epitheUal folds are m places obliterated The wall of the tube 
IS markedlj thickened and apparently shows some small caseous 
nodules throughout its substance The uterus is small Hi 
tologic examination shows many typical tubercles in the mucosa 
of the tube There were manj diffuse poorlj defined tubercles 
There was also much tuberculous granulation tissue containmg 
many tjpical giant cells The reaction appeared to be much 
more acute and diffuse than the other cases Some areas suggest 
an acute pyogemc infection supenmpo ed on the speafic lesions 

This patient shows a much more acute type of tuberculous 
reaction correspondmg with a more severe and acute clmical 
picture The finding of other organisms with pus su^oCsts the 
presence of a pjogemc mfection superimposed on the tuberculous 
process \ou will al&o see m this case a dehmte tuberculous 
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invoh ement of the endometrium of the uterus This is a rather 
common sequel of a tuberculous salpingitis It is rare to ha\e 
a pnmar\ uterine process with extension up the tube and e\ en 
questioned b> some authors 

Case Vin — This uas a >oung colored woman aged twentj 
three who came mto the hospital complaining of pain in the 
nght lower quadrant beginning sue wredi^ ago At first she was 
able to be up but could not attend to her housework \fter 
four weeks she had to go to bed There has been considerable 
headache The pam is often sharp and throbbmg m type at 
other times it had a more dull achmg character and radiated to 
the lumbosacral region There was some vo mi tmg nausea fever 
and occasional mght sw eats Patient has been married She 
has had an acute leukorrheal discharge beginnmg one >ear ago 
She has had one child aged sue >e4irs The menses have been 
irregular and entirely absent m the last fiv e months Physical 
examination showed a tender abdomen somewhat more marked 
m the left low er quadrant than on the nght Bimanual examina 
tion showed a tender mass situated in the midhne between the 
symphjsis pubis and the umbilicus Ingumal glands were en 
larged There were some casts and albumm m the unne 

At operation the omentum was found firml> adherent to 
the tubes There were marked adhesions about both tubes and 
the uterus the tubes bemg considerably thickened and mdurated 
The uterus was also enlarged The tubes were enlarged and 
contamed pus 

Following the operation the patient complamed of consider 
able abdominal pain There was considerable elevation of the 
temperature at times runmng up as high as 101 F and marked 
epigastric discomfort and tenderness Three weeks after the 
operation the patient w as discharged but returned the folloiving 
da> complaming of marked pain in the epigastrium Phjsical 
examination showed nothmg to account for this pam which 
seemed to be more severe m the pit of the stomach and did not 
involve the pelvac region In spite of continuou treatment 
there w as no improv ement and the patient w as again discharged 
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During her second adim sion temperature isas elevated to 101 F 
on several occasions The e ^ecimens were taken out at the 
operating room and do not show verv marked changes How 
ever you will notice that the tubes are enlarged indurated and 
the wall contams encephaloid tissue The lumen contains some 
caseous matenal and the folds are obliterated A ection throu<^h 
the wall shows a considerable number of irregular vellowish 
areas suggesting caseation or softenmg On opening the uterus 
which IS also enlarged the mucosa seemed to be roughened and 
fnable and more granular than is usual No definite tubercles 
however could be seen on the surface of the tube 

Histologic exammation through the uterus showed consider 
able dismtegration of the endometrium and here and there a few 
small scattered tubercles show mg typical giant cells Several 
areas of caseation necrosis were found Tubercles could be seen 
scattered throughout the muscle la>er of the uterus In the 
wall of the tube typical caseous and nuliar> tubercles w ere pres 
ent but the more striking change was the extensive caseation 
whichmvolvedthemtenorof thetube mfact most of the lumen 
of the tube is Imed by caseous granulation tissue behind which a 
few smaller caseous tubercles could be seen Some of these 
tubercles also extended into the musculans and occasional ones 
were found in the serosa 

This particular case shows nothmg very unusual or worthy 
of special mention The firabnated end however m thi case 
was wide open The tubes grossly did not look very abnormal 
V et microscopically v ery marked changes w ere found and a rather 
extensive active tuberculosis present Another feature worth 
mentionmg is the fact that the entire uterme wall was infiltrated 
with tubercles as well as the endometnum The severe clinical 
symptoms which thi patient had could be explained to a certam 
extent by the extensiv e activ e tuberculosis present in the organs 
Another point v\ orthy of notice is that here we hav e tubes a am 
which grossly did not strongly suggest tuberculo is 

Case IX — This was a colored woman aged twenty eight who 
came mto the hospital complaming of amenorrhea not havmg 
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had am periods for one >eir Occasional^ has had pain 
m the back and along the left side The abdomen has become 
enlarged m the last ten months She has show n an increase of 
weightof 40 pounds m the past year She has never been preg 
nant though she has been married se\ eral y ears Pubertv began 
at SLXteen The menses have alwajs been scanty Onph>sical 
examination the abdomen was found to be verv large and an 
indefinite mass could be palpated m both flanks On the nght 
side there w as some tenderness on deep pressure particularly m 
the lower quadrant Apparently there was also some fluctuation 
The legs w ere large and edematous Vaginal examination show ed 
retroflexion of the uterus and a rather large soft mass over the 
fundus At operation the uterus was found to be infantile The 
tubes were enlarged infected and bound down with adhesions 
There w as a small abscess m the nght cornua of the uterus w hich 
measured about cm in diameter On opemng this abscess 
It seemed to be lined by yellowish granulation ti sue and con 
tamed y ellow ish thick pus Tollowang the operation there w as 
an elevation of temperature to 101 T on the fourth day other 
wise the postoperative course vvas uneventful and the patient 
apparently made a complete recovery 

These tubes appear to show very Jjttle change They are 
thicker than usual but about the same size The outer surface 
IS covered wath few adhesions The lumen docs not show any 
thuig very marked except near the proximal end which is very 
much thickened and contains an abscess as noted at operation 
One of the tubes shows several hard nodules 3 to 4 mm m dr 
ameter On section through these indurated nodular portions 
we find that the center is made up of considerable cascous-Iihe 
matenal suggestmg an old abscess Microscopic examination 
throUjjh the«e nodules shows them to contain caseous material 
surrounded by epithelioid tissue walhm v hich tyTucal multinu 
cleated giant cclk are found In the surrounding tissue there 
1 con iderable fibrou ti sue and also omt irrc^lar calcified 
foa or depo its Only a few definite tubercle v ere pre-sent in 
most places there being con iderable fibro is 

This 1 evidently a ca e of tuberculou salpmgiti in v hich 
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the IS partly healed It locntion so close to the uterus 
•\>hi}e the rest of the tubcshotvsno tuberculous change suggests 
pTOSjbly this may represent extoisjon of a uterine tuberculosis 
up into the tube This is not !ikei> however The uterus was 
not removed 

Case X — This is also a colored woman aged twenty se\en 
whose mam complaint was pain and a constant ache in both 
lower quadrants but particularly marked on the n^^ht side It 
be an two months ago with marked leukorrhea and an irritating 
\a^al discharge Thete has been some vormtuig and also some 
chills and fever Symptoms seemed to be worse durmg men 
struation The patient is Tti^tned and has one child living, and 
well In the last n or seven months the periods have been 
very irregular 

On ph>sical examination the abdomen was found to be very 
tender m the low er portton and a lender mass could be felt above 
the symphy is Vagmal examination show cd a hard tender mass 
near tha fundus of the uterus and another mass m the culdcsac 
At operation numerous pelvic adhesions were present about the 
uterus and the tubes Both the nght tube and ovary were in 
voived Jfl a large pelvic abscess This dso involved a portion 
of the intestines The left tube and ovary were also bound down 
m adhesions including a cyst whidi was ruptured m attempting 
to remove the tube and uterus 

The postoperative coui e was uneventful though there was 
some vonutmg following the operation and a moderate amount 
of pain in the nght side There was also some drainage from the 
incision On the ninth or tenth day after the operation there was 
an e!ev ation of temperature to 100 to lOi F but this gradually 
returned to normal For severddays the patient complained of 
dJ 22 mess and drowsiness Three weeks after the operation the 
patient was discharopd appareaiUy 

This mass of mateival covered with adhesions consists of the 
uterus anti tw 0 enlarged tubes The uterus itself is also enlarged 
and covered with ndhesions Its wall is thickened You will 
notice as we open the lumen that the mucosa is different than is 
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usual Instead of hawng a smooth \ eh et> appearance it has 
a } ellowish gra> roughened granular appearance It seems 
to be defimtel} mdurated Apparentl\ there are also some 
small translucent gra>ish nodules which somewhat suggest 
tubercles along its surface Both tubes are considerabl}- thick 
ened and enlarged The wall is markedh thickened The 
lumen of the tube is not \er> markedl> distended particularlj 
the smaller tube m which the lumen is filled b> an encephaloid 
type of tissue The other and lar^,er tube show s obliteration of 
its distal end The wall of this tube i& thickened and in the 
lumen there 15 a small amoimt of yellowish caseous material 
This tube is flattened out over a large ovarian cyst 

Microscopic evanunatioD shows many typical tubercles in 
the uterus In the tube the most striking change is marked hy 
perplasia and o\ergrowth of the epithelial structures and epithe- 
lial folds in many places somewhat suggestmg an adenomatous 
papilliferous type of growth The stroma of these epithelial 
folds IS abundant and shows a tendency to be replaced by masses 
of epithelioid like cells Li some places there is a tendency to 
caseation In other places there are large accumulations of pus 
cells No very defimte typical arcumsenbed tubercles could be 
seen However the epithelioid reaction the marked hyper 
plastic reaction and the caseation associated with definite 
tubercles that are present in the uterus form the basis for a prob 
able diagnosis of tuberculous salpmgitis 

Tuberculous salpmgiUs is a frequent pathologic lesion in the 
tubes Up to Hegar s monograph m 1886 it was regarded as a 
rare condition and even up to 1909 it was so uncommon that 
individual reports of cases were frequent in the hterature Green 
berg found that nearly 1 per cent of all gynecologic cases had 
tuberculosis 0 / the tubes and that of every 13 abnormal tubes 
remov ed 1 w as tuberculous Statistics regarding the frequency 
of tuberculous salpmgitis vary a great deal This is m part due 
to the fact that microscopic ecammation is not always made 
and without a microscopic esanunation diagnosis is often im 
possible WilUams showed that 7o per cent of his cases of 
tuberculous salpingitis were not recognized by macroscopic 
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examination Several authors have recently emphasized the 
same necessitj ol a microscopic examination belore tuberculous 
salpm^^itis can be excluded There li no question but v%hat a 
Ion grade non spccifac inflammation is impossible to distingiu h 
from a tuberculous salpingitis Out of 216 pathologic tubes 
remov ed in this dime m the past four years 1 1 w ere found to be 
definitely tuberculous and only 3 of these were definitelj recog 
ruzed at operation Out of the ell cases onl> 1 was suspected 
clinical}) 

Tuberculo is is much more frequent amonj, the colored nomen 
than white women In our sene all but 2 of the casei? v ere m 
colored nomen Tuberculous sidpuigiti occurs dunng the pe 
nod of greatest sexual activity of the woman that is especiail) 
betnecn the a^es of twenty and fort> However we had one 
patient who had the di case at the age of fifteen Occasionallv 
tuberculous salpingitis does occur m youn^ girls The frequenej 
cf tuberculous salpingitis with active sexual life may bear some 
duett relaUon with the alternate congesUon and anemia of the 
lube occurrin i ith each period Congenital maldevelopment 
of the internal genitalia eems to predispose to tubal tuberculosis 
Wertetti found 2B cases of tuberculosis of the uterus out of £© 
cases of hypoplasia A family history of tuberculosis is present 
m a large proporti on of the cases Greenfield reports 22 per cent 
with a positive fami!) history Three out of our 11 ca es al 0 
showed a history of either brother or sister havnna died of tuber 
culosis A large number of the cases in fact most of our ca c 
(thatis 6outofthell)gaveal«stor> ofstenhty This frequency 
of sterility 1 noted b) other authors Whether stenlity is due 
to tlie tuberculosis or a stenlc condition predisposes to tubercu 
iosis is a question that we are not prepared to answer It is im 
probable howe ef that there is a dehtute connection between 
the two The onset of the di ease i said to be associated m a 
large number of case with some phase of uterine activity such 
as an abortion childbirth or the on ct of menstruation 

The relation of tuberculous salpuiQitis to tuberculosi m other 
portions of the body is a question that has exated a great ileal of 
disois Jon Without any very definite conclusion Vntecedent 
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history of tuberculosis such as an old pulmonary lesion, pleunsj 
or bronchitis is often present In only 1 of our cases (No 6) 
was there a definite antecedent historj the patient having been 
treated for phl> ctenular conjunctivitis An x ra> was made 
from the lungs of this patient and evidence of tubercular in 
\ ol\ ement of the lungs w ere found In none of the other cases 
was evidence of tuberculosis in other portions of the body found 
The two points which have aroused a great deal of contro\ers> 
are first whether tuberculosis m the tube is primary or not It 
IS generally held that while pnmary tuberculosis may occur it 
15 extremely uncommon The other qucbtion the relation to 
tuberculosis of the peritoneum brings up a \er> much disputed 
question as to the mode of infection of the tube It w as thought 
at one time that most of the tuberculous infections of the tube 
were due to an ascending mfecuon extending up from the lower 
genital tract a theory supported b> Cohnheim The weight 
of opimon at the present time is that while such an ascending 
infection may occur it is extremely uncommon The tw o most 
common modes of infection are cither by w ay of the blood stream 
or b> an extension from a process situated m the peritoneum 
It IS probable that the latter is more frequent than the former 
but here again there is a great deal of difference of opinion among 
different authors In the hematogenous mode of mfection the 
course implies that there is a pnmary focus somewhere else in the 
body from which tubercle bacilli have escaped into the general 
blood stream The objection to this theory is that in manj cases 
of tuberculous salpingitis no definite pnmary focus can be found 
howex er it is w e\\ to bear in imnd the fact that failure to demon 
strate a pnmary focus does not exclude the existence of such a 
focus masmuch as it may be too small to produce ph> sical signs 
while again it may ha\ e disappeared b> the time the secondary 
process in the tube has developed to the stage where it has re 
suited m operativ e mterference and its recognition 

There is no question but what a tuberculous salpmgitis ma> 
lead to an infection of the pentoneum On the other hand it ij, 
much more likelj that infection occurs more frequently m the 
other direction that is from the pentoneum to the tubes Wei 
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gert has showTi that v, hen large numbers are introduced into the 
peritoneal cavity a |,eneral tuberculous pentomtis occurs and 
when small numbers of bactena appear m the peritoneum they 
produce a localized pentonitis about the peKnc pentoneum It 
has also been shown that foreign particles which are mtrodured 
mto the peritoneal ca\ity tend to gravitate into the recto uterine 
pouch and from this they may be aspirated up into the tubes 
This aspiration is brought about by the action of the cilia and 
the muscular mo\ ement of the tube in the same w ay as the ova 
are drawn into the tube It is held bv man> that this is the 
means bj which tubercle bacith escapmg into the pentoneal 
cavity may get into the tube without produang a detoite pen 
toneal tuberculosis and these orgamsms finding m the tubal 
mucosa a point of lowered resistance developed the lesion m the 
mucosa or submucosa The onlj method by which constant 
success in experimental tuberculous salpingitis is obtained is the 
injection o! tuberculous material directl> into the tube of the 
guinea pig Other methods have alwa>s given inconsistent 
and inconstant results 

Tuberculous salpingitis is usuallv bilateral being present m 
both tubes m all of our cases though it may be unilateral It 
usually occurs more frequently on the right side than on the left 
Furthermore the tubes are more frequently the seat of tubercu 
losis than anv other portion of the female genitaha the uterus 
and then the ovarj being involved m this order of frequenc> 
The ovary as just noted is more rarely involved however it 
docs occur occasionallj fhe relation of tuberculosis of the 
tube to that of the ovary m the female bears essentiallj the same 
relation as that of the epididjmitis m the male to tuberculosis 
of the testicle However whilcmmcn tuberculosis of the kidney 
and genito unnarv tract is commonlv assoaated w ith tuberculosis 
ofthegerutal organs such assoaation^ very rare m woman 

In a certain group of cases tuberculous salpingitis resembles 
nothmg but a chronic thickened tube such as an> other chronic 
aJpmgitis does and cannot be distinguished from a chrome 
piOe,emc infection In a second group of cases tuberculous 
salpmgitis resembles an ordinary chronic, pj osalpinx The tube 
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IS enlarged The distal end is ocduded It often has a general 
sausage shape The lumen of the tube is filled with thick green 
ish yellow pus and the inner i\all shows a caseous area and cellu 
lar fnable granulomatous tissue In fact the inner wall may 
ha\ e an encephaloid appearance In most cases typical tubercles 
are not present or if present they are about the fimbriated end 
only The fimbriated end maj be open though Williams reports 
closure in 50 per cent of his cases In the third group of cases 
the serosa maj be covered with numerous tubercles This type 
IS more frequent in cases where there is a general tuberculous 
peritonitis ivith a secondaiy extension over to the tubes The 
most common gross form which is noted in our cases is the pyosal 
pinx Occasionallj c} stic formations maj be present and often 
become very complex Apparently they anse from a fusion of 
the vanous adhesions present over the surfaces of the tube and 
represent nothing but secondarj tuberculous inflammatory re 
actions such as were noted m Case VI There is another type 
of reaction which is quite striking m a number of our cases and 
IS mentioned by a number of other authors and that i the neo 
plastic type of tuberculous reaction That is the type in which 
there is a marked epithelial hyperplasia so marked as to lead 
to the formation of adenomatous structures protruding into the 
lumen of the tube Some of these structures are so irregular 
and appear so in\asi\c as to suggest a mabgnant change In 
fact some authors speak of these as precancerous lesions how 
ever the association between this condition and a cancer has 
not been defimtely established and is probably acadental rather 
than etiologic 

In all of our cases the diagnosis was based upon specific his 
tologic changes No stain for tubercle bacilli were made As 
a general rule the histologic diagnosis is veiy simple Usually 
there are well circumscribed caseous tubercles especially in the 
mucosa There is usually an endosalpmgitis pensalpmgitis 
occurrmg m a certam group of cases The musculans is rela 
ti\elj rarel> affected In some cases the reaction is much more 
diffuse typical giant cells being embedded in an epithelioid trans- 
formation of the stroma In other cases the caseation is much 
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more prominent -nhile the entire inner surface of the tube maj 
be lined b> caseous matenal supported bj tuberculous granu 
iatioa tissue Occa lonally there is a more chronic of 
granulation tissue conlaimng giant cells with a considerable 
amount of fibrous tissue Many of the tubercles ma\ be fibrous 
m type Ail of the e forms may be present in a single tube at 
the same time Usually one form predominates The caseous 
and the miliarj types are both common and the mucosa is the 
main seat oi the change In fact m most cases there i an 
endosalpingitis pseudofolliculans tuberculosa as it is called 
b> some German authors Frequently there is a i erj marked 
epithebal hyperplasia irregular edematous folds and numerous 
crevice like spaces lined by epithebal cell The epithelial cells 
are often very irregular the nuclei shou numerou aty’pical form 
but the general appearance does not suggest a malignant change 
In fact most of the cells tend to shois reofcssii e rather than pro- 
Iiferati\ e changes In some ca cs the larger and older tubercles 
■are seen pritnanl)' m tbe musculans suggesting a hematogenous 
infection kafka regards this as a distiCe,m5hing point betw een 
n hematogenous and penloneal infection in the latter the in 
volvement beino mainly m the mucosa and submucosa in the 
former m the musculans 

Certain lesions ate quite cotnTaonly associated -with tubercu 
Iqus salpingitis and are uorth) of mention OccasioaaUj there 
is an acute appendiatis cspeciallj a penappendical reaction 
Adenomyomata are also fairly frequent In these cases there 
has been considerable discussion as to whether the glandular 
growth IS secondary to tuberculosis or whether the adenoma was 
primary and predisposed to a tuberculous infection The former 
seems more likely Again myomata are rather frequently 
found being noted sn 2(» per c«it of the case in one group of 
statistics lhe% are present u\ 3 of our cases Cystic ovancs are 
\ ery commonly reported but it is doubtful heiher there is any 
definite connection between the two Caranoma is alsc re 
ported in the association with tuberculous salpingitis but a true 
malignant chanj^e is probably very rate and when it dors occur 
it IS very doubtful if it beats a definite relationship mth the tuber 
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culous salpingitis Tuberculosis itself produces sucb a markedly 
atypical adenomatous change that a diagnosis of malignancy 
should be made with considerable reseriation It should be 
regarded as an inflammatory h)^erplasia Pelvic abscesses 
are also frequently reported in connection with tuberculous sal 
pingitis These abscesses frequently lead to fistuh formation 
and healing is often delayed and troublesome The postopera 
til e reaults are often relatii ely stormy and may result in abdom 
inal fistula 

The symptoms arc often \ery obscure There is usually 
abdominal pain and tenderness especially m the lower part but 
it IS not se\ ere In fact it may be absent and onl\ a sensation 
of weight m the pelvis obtained Some of the patients come in 
complaimng only of a mass m the abdomen some loss of w eight 
and occasionally some elevation of the temperature Occasion 
ally night sw eats and chills are complained of As a general rule 
severe constitutional symptoms do not occur unless there is an 
associated general peritonitis There is usuallv a tender pal 
pable mass m the v aginal fomi\ Amenorrhea is reported m a 
certain number of cases and other menstrual disturbances are 
sometime^ reported Sterility is frequent m married patients 
Often there is an obscure abdominal pain for months with pains 
radiating into the low er back Leukorrheal discharge is usually 
present Physical examination of the chest and other portions 
of the body usually fails to rcxeal a primary focus for the tuber 
culous lesions 

A prognosis after removal of the tubes is good as long as the 
tuberculous process is limited to thepeUic adnexa but it becomes 
grave when there is acU\e tuberculosis elsewhere when there is 
a pre operative elevation of temperature and when there is ex 
tensiv e inv olvement of the peritoneum 

Perhaps the most striking characteristic of tuberculous sal 
pmgitis is the absence of distinctive and characteristic clinical 
symptoms simulating a low grade infection and often showing 
relatively slight dcbtructive lesions Abundant adhesions are 
commonly found 1 his lack of slnkin^, charactenstics accounts 
for the frequency with which a clinical diagnosis is not made 
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Onlj 13 per cent of the cases at Johns Hopkins Hospital ^ere 
diagnosed clinically according to the recent report of Greenberg 
Furthermore the mere gross m pectton of the tube fails to reveal 
the true nature of the disease m most cases As a general rule 
where there are markedly active histologic changes and rapidly 
growing tissue the clmical symptoms are much more severe than 
in those cases where there is more marked fibrosis histologically 
at least this is the impression obtauied from the study of the 
cases in our list It is however rather hazardous to attempt 
to correlate the seventy of clmical symptoms with the extent of 
histologic or gross anatomic changes in a given case Occasion 
ally a severe clinical case may show relatively slight changes in 
the tube though this is not the rule 
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IitE Brix Memorial Hospital 


PAROXniS FOLLOWING ACUTE SUPPURATIVE 
APPENDICmS 

Patient is a young woman thirtj one jears old who was 
seized with an, acute attack of appendicitis thirty six hours before 
operation Her pulse had nsen to 96 the leukoc>te count was 
2Q00Q of which 88 per cent were polymorphonuclear forms 
The temperature was 101 F 

Under gas*oxvgen anesthesia the abdomen was opened b> a 
trdns\erse McBumey masion The appendix was found ad 
herent and retroceUc The base of the appendix was freed h 
gated and buned with a Gould stitch In separating the appen 
dit an abscess w as opened which contained about 10 c c of pus 
The portion of the appendix w hich had not sloughed w as remo\ ed 
drainage inserted and the incision closed In thirty six hours 
the abdominal symptoms were satisfactory but the right parotid 
region became sore and tender and the patient s temperature 
rapidlj rose to 104 4 F (mouth) 105 F (bj rectum) Iwehe 
hours later the left parotid became swollen though the fe\er 
never again reached the height of the imtial n^e 

The abdominal condition has healed without complications or 
unusual symptoms The right parotid returned to normal m 
eight da\ s The left has remained hard and more or less painful 
for fourteen davs The pain was aggravated while lying dowm 
and was partially reUeved by a sitting posture The patient 
also complained of some pain in the ears and for the first w eek 
the patient expectorated a sticky purulent material which de 
creased rapidlj and completely dis ippcared a w eek before the 
sweUing subsided 
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The situation ^\as complicated b> the existence of mumps in 
the adjoimng re idence The patient states that she had mumps 
when seven vears old The question of whether the patient is 
suffering from epidemic parotitis or the form which superv enes m 
acute abdominal conditions immediatelj arose However with 
the hi tor> of having had the qiideimc form and the fact that she 
was an adult suggested the diagnosis of acute parotitis following 
abdommal inflammation 

The occurrence of parotiti foUowmg abdominal conditions of 
V anous kinds has been reported quite frequently It occurs with 
sufficient frequency and with grave enough symptoms to arouse 
mterest Dy ball has giv en us the most careful study of this con 
dition whichhecall celiac parotitis Blair and Padgett have 
given in a recent article an analysis of 58 cases It occurs 
after injuries to the unnarv tract disease or injury of the 
alimentary canal disease or injury of the abdominal wall 
peritoneal pelvic cellular tissue and disease and injury of the 
generative organs The time of its appearance vanes from 
twenty four hours to two or more weeks and a few case are 
reported where it developed much later Both glands are m 
volved m about 30 per cent of the cases 

The seventy of the symptoms vanes from a simple enlarge 
ment vvith moderate pam to gangrene and death in exceptional 
cases Dyball had svich a case develop on the fourth day follow 
ing an operation for acute appendicitis There were no unusual 
abdominal sy mptoms Abscess (practically unknown in mumps) 
dev elops in about one half of the cases 

Four theories hav e been suggested in explanation of its occur 
rence 

1 The pyemic 
Oral sepsi 
j Reflex 
4 Toxic 

The pyemic theory explains the condition on the basis of 
blood borne infection The theory of oral sepsis explains it on 
the basis of transmission of bacteria from the mouth up the ducts 
to the glands and there giving nse to inflammation The reflex 



PAROTITIS rOLLO^^^^G SUPPCRATI\'E APPENT)ICTnS 139^^ 


theorj pre&uppo es '^ome dilation and metabolic change^ in the 
gland due to the imtation oi bvmpathetic ner\ Ci in the abdomen 
As there are no knovm facts m normal anatom\ or ph\ iolog\ to 
form a ba is of thn. explanation it will not be referred to again 
D\ball suggests as the possible cause certain toxic substances 
present m the blood \\hich are demed from (o') certain organs 
modified b\ injuia or disease or (6) nucrobic origin or td de- 
ranged dij^estion and that in cases rihere ab&ce^ es de\e!op a 
«econdar> im a^ion b^ orgam ms either directiv from the mouth 
up the ducts or through the blood stream occurred 

In 1916 Ro eno^ and Dunlap reported an epidemic ol ap- 
pendiatis and parotitis probabU due to streptococa contained m 
dairj products at the Cul\er Mflitarj -lcadem\ There were 

cases of parotitis and 8 of appendiatis Hov.e\er appar 
entlj the two lesions did not de\elop m the ame mdmdual 
From four of the appendices streptococa were cultured which 
ga\e nse to parotitis and appendiatis in rabbits m xarving 
proportions showing that these two organs had a ^er> similar 
afBmt} for this particular organism From some samples of 
butter and cheese orgam ms ha\*mg «ffiular specific properties 
were isolated 

Roseno’ft s work on the specific action of morphologicall> 
similar bacteria has been \erj ablj confirmed bj Haden u_ing 
his own techmc on cultures made from freshlj extracted teeth 
He belie\ es that the shght \anaUon m the ox) gen tension of the 
\ anous organs is the simple explanation of the electi\ t action b> 
the bactena In the cases reported b> Rosenow there seem to 
be a marked susceptibilitj of the appendix and the parotid to the 
same strain of streptococa If it is possible to reproduce % anous 
defimte lesions of joints e\es kidnejs heart stomach etc b> 
bactena obtained from cultures taken from the teeth or tonsQs 
there is no reason ^^h^ the same result should not be obtained in 
cases of infection m the abdonunal organs and from this it would 
seem that the preponderance of the cadence is m fa\ or of elect 
i\ e bactenal in\ asion b> orgarasms earned b\ the blood ''tream 
just as the eight of cadence is m fax or of most infections of the 
appendix being of hematogenous ongin 
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The symptoms of the patient before > ou would seem to be m 
accordance with this explanation though unfortunately there 
w as no immediate bactenologic examination of the appendix A 
section from the appendix stained for bactena shows Large 
numbers of smgle cocci many pairs and occasional chams of sue to 
eight orgamsms These stained positiv ely b) the Gram method 
The pus obtained from the ducts showed u short cham non 
hemolytic streptococcus Forsee reports a case mth an abscess 
the pus from which ga\e Staphylococcus aureus in pure culture 
So apparently the cause is not limited to the streptococa alone 
It IS evident if this idea oi its cause be correct nothing can be 
done that will pre\ ent it Fortunatel> it is not a common com 
phcation There is a possible chance of secondary or pn 
mary mouth infection and under any arcumstances of health or 
disease a clean tongue and teeth arc of great importance and 
under these conditions might serve to decrease the 6e%enty of 
the symptoms 
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CHOLELITHIASIS CHRONIC CHOLECYSTITIS AND 
CHOLANGITIS 

The patient is a stout woman forty nine \ears old She has 
had 11 children 7 of which are living and well Her teeth 
tonsils unne blood heart and blood pressure are negatue 
Eight months ago she had a •supravaginal hysterectomy for 
fibroids and a large ventral hernia resulted She entered the 
hospital primarily to ha\ e this repaired This w as operated upon 
three weeks ago and at the time the gall bladder was palpated in 
order to obtain accurate information concemmg the abdominal 
symptoms of w hich she had complamed for about fifteen \ eats 
The gall bladder was found free from adhesions normal m size 
and except for the fact that five or six calculi could be palpated 
nothing abnormal could be felt The stomach and other organs 
w ere negative This gave us an opportumtv to co ordinate the 
symptoms with the pathology (or the three weeks intervening 
between the operation for the henna and the operation for the 
removal of the gall stones 

The symptoms of which she complamed are as follow s About 
fifteen years ago she began to have pam m the upper part of her 
abdomen sharp sticking m character and these pains came on 
without any reference to meals They apparently started in the 
stomach and then spread to the right side back and chest 
They would last from one half to one hour and then disappear 
Afterward the right side of the abdomen, was quite sore and tender 
on pressure Finally any pressure in this region would excite 
the pain Activ e exercise of any kind would cause it also She 
was never jaundiced She was never nauseated unless she drank 
cold water at her meals which on several occasions made her 
vomit Along with this pain in her stomach she had a great deal 
of gas m the intestines and belching As far as she knew no 
fever 'vccompamed the e attacks She has never had typhoid 
fever 
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The abdomen is opened by a Bevan incision the gall bladder 
and edge of the li\ er come plainly into vnew The condition of 
the gall bladder is unchanged from the former examination 
though w e no%% ha\ e the opportumU of seeing it as w ell as feeling 
it The calculi can be felt as before The ducts and head of the 
pancreas are exposed and examined and found negative In this 
patient this is relati\el> easy to do since there are no adhesions 
and the exposure is good Therefore by standing on the left 
side and palpating mth the right hand ne can make a very 
accurate examination On the other hand where there are 
adhesions and where the head of the pancreas has been inflamed 
one can only be sure of the ab ence of stones by passing a probe 
into tbe duodenum and palpating along the probe The gall 
bladder is definitely whitish instead of the normal slaty blue 
color bhowing that in the past considerable inflammation has 
been pre ent and that the thickening of the gall bladder has 
resulted This change in the translucenec of the gallbladder 
IS charactenstic of cholecvstitis and is caused bv the thickening 
and increase in the connective ti sue elements of the outer wall 
usually leav mg the mucosa unchanged Inasmuch as the mucosa 
should be the first part involved if the infection came directly 
from the bile the location of the pathologic changes supports 
the idea that the Urge and intimately connected lymphatic 
vesseU of the liver and gall bUddec lurm h the usual route of 
infection The edge of the liver also is rounded and somewhat 
irregular showing that the inflammation has not been confined 
to the gall bladder but extended to the liver also While this 
condition is usually much more pronounced m calculi of the 
common duct a careful examination of the liver in most cases of 
cholecystitis show that a cholangitis has also existed as m this 
ca e Peterman states that this is true in approximately 65 
per cent but this is evidently very much too low At the time 
of operation it is recognized 1^ the edge of the liver beconung 
rt unded and blunt and often irregular mstead of tbm and even 
and evidences of the formation of scar ti sue m other portions 
The presence of cholangitis also shows itself before operation 
by the enlargement recognized by Riedel According to Graham 
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this begins as a pencholangita^ and this m turn leads to the 
infiltration and increase of connective tissue m the penportal 
and interlobular spaces As the gall bladder is badU damaged 
and the patient m good condition \^e shall remove it Thi'^ 
was done from above downward The c> tic duct was doublj 
ligated wnth chromic catgut then with a piece of plam gut ov er 
which a small soft rubber drainage lube was lipped The flap 
on each side of the gall bladder were then stitched aero and the 
mosion carefully do ed usmg figure of 8 stitches for the pen 
toneum muscle and fa<aa The calculi are the usual tv’pe 
composed largely of cholestenn stamed by bile salts but contain 
mg no hme salts As to the cau e of the synnptoms The direct 
cau'se was undoubtedlv the choice^ stitis and cholangitis and it 
would be of great mterest to know whether the formation of the 
gall Stones preceded or followed the inflammatory symptoms 
Our rather extensu e experimental evadence is omewhat contra 
dictorv as to the relation between cholccv alitis and cholehthiasi 
Cholestenn calculi have been produced experimentally bv the 
introduction of massiv e doses of colon and typhoid baalli directlv 
into the gall bladder This is more apt to occur if the wall of the 
gall bladder is damaged In other words it is po ible espen 
mentally to cause a precipitation of the cholestenn by infection 
It IS also possible to cause it bv the mtroducUon of cells from 
mucous membrane or forei^ bodies and as the bile salts art 
necessary to hold cholestenn m solution a reduction m the per 
centage of these or the increase m the percentage of cholestenn 
might also cause it 

In pregnancy where there is an mcrease in the cholestenn 
content of the blood and bOt and some stasis naturallv accom 
panyang the maction of this condition it is not difficult to behev e 
that a mfld infection of the bfle or lack of normal balance be 
tween the cholestenn and bile alts would start their formation 
and that once formed ihev bv their imtation assist m dev elop 
mg the cholecvstitis and cholangitis In this mstance our guess 
would be that formation of the stones preceded anv marked m 
fection of the gall bladder or liv er but that once started it be 
came a vicious circle and while the svmptoms were never acute 
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or \erj se\ere they were sufEaent to cause marked pathologic 
changes Babcock found that the same general type of infection 
gave rise to the de\ elopment of a myocarditis ■which is frequently 
serious this is absent here We also know that the ultimate 
elimmation of the products of protem destruction by the kidneys 
are dependent upon the normal function of the li\er and one 
cannot view these changes from cholangitis except as capable of 
produang senous results 

Gall bladder surgery is senous and dangerous and the gra'vitj 
and danger is largely due not to the condition of the gall bladder 
but the damage which has been done to the liver itself the oppor 
tumties of infection from the bile and the increased danger of 
producmg shocks caused by the manipulation of the organs m 
the upper abdomen This last of course emphasizes the neces 
sity of gentleness in manipulation In regard to the anesthetic 
much greater muscular relaxation can be secured by the use of 
ether and where the patient is in good condition we alwa>s use 
it When there is evidence of systemic intoxication jaundice 
and failmg kidney function then gas o’Qrgen with perhaps a very 
small amount of ether is chosen In this patient we are usmg 
ether 

In conclusion I should like to emphasise the extreme com 
plexity of the pathology and symptoms of gall bladder disease 
the absolute need of careful individual study and m cast of opera 
tion proper prebminarj preparation particular!} m the, presence 
of jaundice and the operation itself should be performed as gently 
and with as little manipulation as possible 

The result of the examination by the pathologist (Dr Wahl) 
was as follows Cholelithiasis chrome cholecystitis and toxic 
hepatitis (the last diagnosis was made from the exammation of 
some hv er tissue which adhered to the gall bladder when it was 
remov ed) 



LACTATING INTRACANAUCULAR LTPOMYXOFIBRO 
ADENOMA OF THE BREAST 

Patient is a negress thirty six years old Tw o years ago the 
left breast began to enlarge It decreased slightl> after the 
birth of the child Six months ago she gave birth to another 
child and lactation has been continuous now for two years The 
tumor enlarged rapidly and has now reached very large propor 
tions There has been no pain though some itching The in 
creased weight (1700 grams) has caused some discomfort by 
pulling The sVan is not adherent and the axillary nodes are not 
enlarged She has been m fair health though she has lost a httle 
weight The blood and unnary findmgs are negative Chnic 
ally this IS apparently a bemgn growth Howe\er when it is 
remembered that 80 per cent of all tumors of the breast are 
malignant and that this percentage increases rapidly as the age 
of forty IS reached w e shall lake the precaution of ha\ mg this 
diagnosis confirmed by a frozen section and microscopic examma 
tion 

A small portion was then removed and sent to the pathologist 
(Dr Wahl) who reports that there is no evidence of mahgnancy 
Therefore a plastic operation was earned out using a Warren 
mcision and preserving the mpple and leavmg a breast almost the 
same size as the other so the mutilation will be reduced to the 
mimmum An examination of this tumor shows that it is un 
usual Itisvery large andwhencutacrossmarkedl> cystic with 
the cysts filled with milky fluid >ct it is \ery evident that it is 
not chrome cystic mastitis concermng which Bloodgood has 
so ably wntten recently This condition is much more diffuse 
and often scattered throughout the breast The remainder of 
this breast and the one on the left side arc apparently normal 

Gross Pathology (Dr Wahl) — ^The speamen consists of an 
unusually enlarged cystic encapsulated tumor mass denved from 
the breast (Pigs 754 7^5) Itweighs 1700 grams and measures 18 
to 14 by 10 cm It is fairly w ell encapsulated and has a lobulated 
arrangement There is a piece of skin attached to one side 
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measuring 21 b> 14 cm This skin is loose and is not attached 
firmly to an> part of the underljmg tumor tissue One section 
of this tumor presents a \ ery con^hcated and unusual picture 
made up of larger and smaller qrstic spaces man> of -which show 
large irregular finger like processes projectmg into the lumen 
Some of these cj sts are as much as 3 to 4 cm m diameter Most 
of them contam a milky secretion The cross section through 
this cystic tumor mass shows that it is composed of two main 
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parts ha\mg an inner portion which is fairlj well encapsulated 
and separated from the outer portion This inner portion 
measured 10 cm m diameter and it differs m appearance from 
the surroundmg portion It i composed largely of fat which 
has a mottled pale y ellow and graj appearance 4vith numerous 
cystic cavities within it man> of these <^ts containing the same 
rmlkj secretion noted above This mass is entirely surrounded 
b> a gray translucent tissue mottled with pink It contams 
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nuEeroLs cv^tic 'pwCe^ which m places communicate with cne 
another Tin surrounding tume ha- a lobulated appearance 
Old nume-ous cv“c_ vu^e-tmg glandul_r ti ue On the other 
hand the appearance ot the larger internal ma.. aage-t- a iatt\ 
tumororahpoim'xoma The lumma ot man\ of the c\-"t* how 
ir-eguLr papDT..r\ proce^ e- protnidmg into them though m 
general the wa!L ot the are smooth there are wjea ot 
t'^noT- The bulk the ti ue mrToundmg the mtemal ina_ 
u coarselv lobaL-ted wnd re-emble- IcCtaUng brea t ti ue 
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Histologic Pathology — The irchitcctun. i- that of a cv'^lic 
-d-momatous groi^th \vith numtrou papiUin paKe-^e- pro- 
truding mto the lunun < I thc-c cv^t lomiing n tructure com 
tronlv de-iimated intric-inUicuhr acUnohbroma ofthebrea_t 
(Fig 7Z6) Thea \a numtau- hrvc irTCimUr cn tic sp^ce- 

I nM b\ one or two Iwtr" vt cvhndru. epithelial ctlL ouLideo^ 

thi the stroma contain- numeau mailer gland acini mane ot 
which contam in albummeu- -cvati n lactation. In 

other places lhe-.t -^>ljd iie-t 1 1 cell u^.,e-sl i beginnmcr 
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nancy though m a feneral waj the architecture is nearlj normal 
7 he stroma vanes In some places it is fibrous in character in 
other places it has undergone a tnatLed h\ aUne degeneration 
and m still other places there is a striking tendency to assume a 
mj’xomatous or mucoid type of stroma The stroma in some 
pLces IS extremely cellular conUming many spindle shaped 
cells In other place there an. \erv few Certain areas show 
a marked mflammatorv reaction m which there are numerous 
polymorphonuclear leukocytes In many places thi-> tissue is 
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extremely vascular and manv nenly formed widelv dilated 
blood spaces ire present In other areas this vasculanty is 
entirelj ab mt T. here are some areas of necrosis The mucoid 
areas are extremely striking In these areas the stroma is made 
up of reticular fibrous tissue which takes a basic stam rather than 
an eosm stam Typical lobules of lactatin*' acmi are seen sepa 
rated from each other bv bands of fibrous tis ue 

Diagnosis — Masiivclactatinginttacanahcularlipomyxofibro 
adenoma of the breast There is a large hpomvxomatous m 
tracanahcular hbroma apparently induded by the mam tumor 
mass No e% idcnce of malignancy 




CLINIC OF DR H J McKENNA 
St Mar\ s Hospital 


FRACTURE OF PATELLA MOBILE METHOD OF 
TREATMENT 

Here is a man who entered the hospital January 3d with a 
fractured patella He is twenty nine years old and a railroad 
fireman While walking icross the street he was struck by an 
automobile and knocked down On trying to nse he found that 
bs right knee w as injured md he could not use it t Ray show ed 
a comminuted fracture of the patella This patient was put to 
bed and a supporting splint applied to the posterior surface of 
the leg He w as operated on January 10th and you see him now 
two months afteniard walking with a cane and using the right 
leg with almost as much freedom as he uses the left 

It IS not by any means uncommon to read in the literature to 
hear spoken of m dimes and to see practised the so called opera 
tion of ^winng the patella This method of n pairing m open 
operation a fractured patella i'^ as I sa> quite common Let me 
sa) now that the operation done on this man you sec here toda> 
was not a wiring operation The so called wiring of the 
patella I hasc never done My first operation on a fractured 
patella was done in 1915 and the same operation was done at 
that time as was done on this man and the same after treatment 
given 

Most surgeons are skeptical or even hostile when we^speak of 
the after treatment w e employ m these cases Only last w eek 
I saw an excellent surgeon wiring a fractured patella and follow 
mg the operation the leg was put m a plaster cast I his form of 
after dressing we have never used in a fractured patella We 
advise and practice early active and passiie movements of the 
knee joint I mean actually this specifically this We begin 
flexion of the opera ti\ t joint the da\ of operation immediately 
1603 



H 3 MCI.^NNA 


1604 

following the operation the next daj and all subsequent da>s 
until reco\er> ^\e advise encourage and insist upon voluntarv 
movements 0 / the injured leg That i have the patient attempt 
to flex the leg under its own musde power We use no casts 
no splints no supports of an> kind following the operation only 
the plain gauze dressmg surrounded bv a bandage \\ hen the 
external or skin wound is healed all dressings are removed 
Alassage and activ e and passive motion are practised each da> 
a little more vigorouslj Don t misunderstand the leg is not 
fully flexed from the fir t da> but only gentlv massaged and 
mild flexion only a fraction of a degree which day by da\ is 
increased a little more flexion each day 

This man who was operated on January 10th was up m a 
wheel chair on January '>2d and on crutches January 25th He 
left the hospital Tebruary 1st on crutches he came back here 
on March 20th using a cane As you ee he can walk as well 
without the cane as w ith it The cane he claims he uses only for 
the sense of security u gives Flexion here under its own muscle 
power IS to a right angle and extension 1 complete \\ hen one 
considers that winng the patella followed with a pla ter ca t 
which 1 left on for an average of five weeks before even massage 
IS begun we consider that a far more cnpphng procedure than 
the one followed in this case The operative procedure followed 
in this case is the one followed bv us m all fractured patells 
A curved transverse ina ion is made over the center of the 
joint down to the site of the fracture The blood clots which 
are usually found in these cases are flushed out with a stream of 
saline A purse string suture of No 3 chromic catgut or kan 
garoo tendon is thrown around the entire patella mcludmg all 
fragment in this case there were three it being a comminuted 
fracture Thi purse string suture is drawn taut and tied lat 
erally pulling all the fragments together Care is taken that 
no tissue fragments from the torn capsule are allow ed to inter 
vene between the patella fra^ents AJ o care is taken by the 
aid of forceps that while pulling the pur e string suture taut the 
fragments meet and come mto their be t apposition Following 
the first purse string suture a second one i placed and tied on 
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the opposite Side Follo\Mng the purse string sutures beginning 
laterall> and alternating sutures are taken in the capsule and 
tied bnngjig the capsule and quadriceps in approximation 
a running suture is placed over this along the rent in the capsule 


/ 



Fig <o7 


the skin sutured and gauze dressing applied Mild and gentle 
manipulation is then begun and practised on all succeeding da> s 
We belie\c we get quicker and better functional results and less 
trophic changes in this method of joint immobilization after ope 
ration 
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Our attention was first called to this so called mobile 
method of treating fractured patella b> Dr E Wjlljs Andrews 
of Chicago in his chnic at Merq Hospital m 1914 It looked 



Fg 758 


logical to us anl we took hi word for the results ^\e first 
practised it m 191o which as I have remarked above was my 
first case and have practised it ever since and thus far have no 
rea-on to change 



COMPOUND FRACTURE OF BONES OF FOREARM WITH 

GAS BACILLUS INFECTION AS A COMPLICATION 

This Italian bo} aged se\en jears came mto the hospital 
June 15 1921 giMng a history of having fallen and injuring his 
left foreann The left foreann shovs ed on examination a com 
pound fracture of both bones jUbt abo^ e the vrnst The wound 
was cleaned with a 5 per cent phenol solution and tmcture 
of lodm and debridement done There was no separation of 
tendons The fractures were reduced and a postenor splint 
applied with a bandage Antitelanic serum gi\en The next 
mommg the hand and arm were sw oUen and temperature was 
102i F The intern on ecmg this swollen condition thought 
It due to too tight bandaging so loo ened the bandage In the 
afternoon of the same da\ the mtem became suspicious of some 
thing besides too tight bandaging as the cause for the swelling and 
peculiar condition of the tissue Dr E L Miller saw the case 
and suggested multiple masion along the arm which the intern 
made The next mommg I saw the patient He had had the 
arm immersed m hot bone solution There was a pecuhar odor 
and to those w ho ha\ e smelt the odor of gas bacillus the condition 
was readil> recogmzed The masions made pre\*iouslj m the arm 
had not gone through the fasaa The fascia was then inci'^ed 
and the muscles which had a peculiar parchment like feel and 
crackle bulged out the hand and lower third of forearm w ere 
matkedh shn% eled The arm was agam immersed in hot bone 
aad solution The afternoon of this same date the bo> s 
temperature went to 104 ni F The hand and forearm were 
more markedly shrunken The following da> (June 18th) the 
patient was markedlv toxic temperature 104 8 F and pul'^e 
1 60 or aboa e It w as decided that a guillotine operation as near 
the shoulder joint as possible was the onl> procedure left as 
an attempt to try to sa\ e his hfe There was crackhng m the 
tissue of axilla and around the shoulder 
607 
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The patient \\ as taken to the operating room and under ether 
anesthe‘ 5 ia a guillotine operation done 2 incheb beloi\ the joint 
Three rubber drainage tubes fenestrated eral places -w ere 
run from the point of the shoulder sides vnd willa down to 
the site of amputation TTie patient \\ as m the operatmg room 
file minutes from start to fimsh He uas then remoied to his 
bed and irrigation of peroxid of h> drogen begun through tubes 
O^gen Mas injected into tiSsUc b\ means of needles attached to 
rubber tubing connected to o\> gen tanks 

O^gen Mas injected into the tissues beginning a consider 
able distance from the shoulder, down about the Maist line and 
o\er to midline of chest and back gradually working toMard 
shoulder Injections Mere given tuacc daily Irrigations of 
perovid of hydrogen Merc given every Imo hours Patients 
temperature the folloMing day Ment to 102 7 and then on the 
21stitMent to 102y® T From that time on both pulse and 
temperature became normal This patient was up m a uheel 
chair on the 22 d but peroKid of hydrogen irngations and the 
oxygen Mere kept up fhe tubes Mere removed on the 23d and 
the irrigations continued through tube sinuses The oxygen in 
jections Mere discontinued on the 23d This patient Ment on to 
a recovery On Julv 18th skin flaps Mere dissected up and the 
bone cut off about an inch up and the flaps brought doMn over 
stump 

It Mas probably a mistake m judgment on our part m Mailing 
as long as Me did before doii^ the guillotine amputation 




EXOPHTHALMIC GOITER WTH ACUTE MYXEDEMA 
COMPLICATING POSTOPERATIVE CONVALESCENCE 


Surgeons are about the onl> members of the profession ^ ho 
consider that most forms of goiter requite surgical treatment for 
their permanent relief We sav most forms of goiter because 
there is one form or type of goiter the so called colloid or adoles 
cent goiter occurnng in girls up to the age of t^ entj three is hich 
surgeons feel is not surgical Manne and kimball have really 
done a monumental wotL in demonstrating that this type of 
goiter IS subject to cure and prevention b> the proper administra 
tion of lodm The prei ention of this type of gorter means vastly 
more than the elimination of cervical deformities It meins 
m addition the prev ention of those forms of ph> sical and mental 
degeneration such as crctimsm mutism and idiocy which are 
dependent on thyroid insulBaency Further it is possible that 
jt would have some influence m preventing the development 
of thyroid adenomas these adenomas for all we know maj be 
due to the same stimulus which causes the colloid enlargement 
These adenomas once their grow this initiated are not controlled 
by lodin The fact that adenomas possiblv develop from fetal 
rests is another indication that they may bt due to the same 
stimulus as the colloid We know the simple endemic or colloid 
goiter most commonly develops during one of three periods 
namely fetal life around the age of puberty and dunng preg 
nancy So if we have lodin mfluenang the simple or colloid 
goiter that may dev elop dunng fetal life so also it may influence 
the adenoma which probably develops at this penod and possiblv 
from the same stimulus 

However this case that we are presenting here is not one of 
these tyqjes but the exophthalmic type and from now on w e wall 
try to confine our remarks to this type It is this type that is 
considered more particularly bv surgeons as a stnctly surgical 
disease in that surgery will give the earliest the best and the 
most permanent results 
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The facts upon which the feeling against oper^tue treatment 
for exophthalmic goiter are based emtobe first the permanence 
of operatne results ha\e been questioned second these ca es 
ha^ e been considered notonou ly bad n hs and third numerous 
non operative pro edures have been exploited These views 
have fo tered an aver ion to operation which has resultedin 
harm to man> patients With these preliminarj remarks we 
will proceed with the case at hand 

This girl aged twenty two gives a history of having had in 
fiuenaa three times the first time in 1918 Sht had diphth na 
two 5 ears ago and tonsilhti-i many times durmg childhood She 
had quinsv following the diphtheria Her tonsils are out now 
In Januarv 1921 she began to notice shortne s of breath and 
palpitation of the heart which she atlnbuted to her gam m 
weight These symptoms became o annoying that she had to 
leate school Her home doctor saw her and told her she had a 
goiter He put her to bed on a light diet She remained in bed 
si\ weeks during which time she lost m weight from 125 to 110 
pounds Her pulse on going to bed was 140 this gradually 
came down to 110 After gettmg out of bed she again gained 
weicht and pulse again creeped up to ISa Her shortness of 
breath came back on her and she noticed considerable weakness 
on exertion She still has attacks of palpitation frequent head 
aches and attacks of melancholy ‘^be is very nervous and v ery 
sensitive gets hot quickly and perspires easil} and frequently 
Her blood pressure is sjstoUc I4'> and diastohc S'* Pulse rate 
lo Some exophthalmos The patient saj shehisalwivshad 
prominent ej es She has a marked tremor oi hands 

She entered the hospital June 4th On June Sth her basal 
rate was plus d Her pulse rate 120 She was put on light 
diet and kept m bed On June 11th another basal rate was run 
and It w as plus 36 Her pulse w as 96 She w as operated June 
Ijth under gas owgen anesthesia Ihe regular collar mcision 
w as made through km and pUtjsma the fasaa split centrally 
and muscles retracted not cut The thvroid gland was exposed 
and brought forward wath tenacula Four fifths of the right 
lobe and two- fifths of the left lobe with isthmus were removed 
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Section of th>roid showed hyperplastic goiter mth area^. of 
necrosis or degeneration Patient as returned from the operat 
mg room in considerable shock her pulse v. as 160 H\'podenno 
cl) sib of saline v, ith digalen and morphm v. ere gi\ en H)*poder 
mod) SIS w as gi\ en b) the gra\’it) method and was continuou 
On June 14th her temperature went to 102 8 T and she wa 
surrounded with ice bags It then dropped to 100 F On 
June 14th proctoci) sis of o per cent gluco e and 3 per cent o- 
dium bicarbonate \\ as begun She gradualK lmpro^ ed 

From the first she was ne\er able to retain amthmg on her 
stomach On June 14th she complained of headache and sleepi 
neib \er) apathetic pulse \cr) slow she would fall a leep while 
the necl was being dreased m Mttmg position Skm dr\ We 
•took these s)’mptoms to be due possibl) to an acute m\*xedema 
■from a too sudden drop m metabolism Th)’Toid extract gr 
J was ordered to be gi\en three times a da> Her sleepines 
and apath^ after three da>s began to clear up From this tune 
■on her con\ alescence was normal and she w as up in a wheel chair 
June 2 / th A basal rate was run June 28th and was plus 4 She 
left the ho pital Jul) 3d WTiether or not these s)Tnptoms of 
apath) sleepmess headache etc were of a truU m)xedematoua 
■origin w e cannot detmitel) state but we could find no other cause 
for them and therefore take this condition to be due to the sudden 
drop m metabolism Acute raaxedema we are well aware is a 
rare sequel of th) roidectom) and this is our first expenence ivith 
such a case 
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THREE CASES OF TRAUMATIC SURGERY 

I ^\ISH to present for your consideration 3 cases which ha\e 
pto\ed rather unique in my expenence and I hope will be oi 
interest to vou 

CASE I TRAUMATIC VENTRAL HERNU WITH INJURY TO 
MESENTERY 

W C B Male Age twent> three Weight 135 pounds 
Switchman Admitted to St Luke s Hospital August 8 1921 
Discharged August 31 1921 

Complaint — Severe pain and tumor of abdomen 
History of Trouble — ^Patient has always enjoyed the best 
of health working every day August 8 1921 about 11 pm 
while working between two cars on a curve was caught through 
abdomen and small of back by deadwood on ends of cars 
Was pinned between the cars and it was not until the cars were 
pulled apart that he was able to extneate himself 

Was not able to stand after the cars separated because of 
extreme pain in his abdomen and w eakness and he fell to the side 
of the tracks Taken immediately to St Luke s Hospital where 
he arrived about 12 30 a m On admission his pulse was 74 
temperature 97 6® T He was suffenng considerable pain in his 
abdomen felt cold and on exaimnaUon a herma about the '?ize 
of a na\el orange was protruding subcutaneously through the 
abdominal wall just below the umbilicus The skin cosenng 
the tumor mass was exconated and badly bruised Bowel was 
demonstrable to palpation m the tumor 

Operation — ^Immediate operation was decided upon and 
under eth>l chlorid ether anesthesia a transsersc masion 5 
*6xs 



inches long w as made o\er thesxvelUng Immediate! j on cutting 
through the skin small gut came into \iew Both recti were 
plamlv \ 1 ible the antenor and posterior sheaths havmg been 
torn as as al o the fascia and peritoneum 

Much to my surpnse \er> little m fact practicallj no 
hemorrhage was found On stnppu^ the small bowel a piece 
of ileum 6 mches m length from which the mesentery had been 
torn was found The bowel itself gave no evidence of mjur> 
The patient being m good condition a complete operation 
was decided upon and the bowel from which the mesenterj had 
been torn w as txa ed and a lateral anastomosis made 



Closure of the abdominal wall was made in layers usmj, 
twenty day chromic gut following the principles of the Mayo 
operation for umbilical hernia Rubber tissue dram m sub 
cutaneous tissue 

Immediate postoperative condition was fair Pul e 110 
Re piration 20 

Mas placed m Fowler s position given morphm and normal 
salt solution by Murphy method 

Bowels moved with enema on the second day on the third 
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da> the pulse and temperature readied normal and bis recovery 
following this was without madent other than a ver> suptrfiaal 
slough of the injured skin This healed promptly under a screen 
cage and electnc hght Skm sutures out on twelfth dav and 
allowed to get up 

After retummg to his home he gradually became more active 
and he was able to return to his usual occupation m two months 
from the date of his mjury He has worked steadily smce 
On September 6 1921 he was given a banum me:d and an 
X ray taken of his mtestmal tract- From the film it was impossi 
ble to tell where the anastomosis had been made other than 
what appeared to be a shght hesitation at one point in the prog 
ress of the banum shadow 
Result — Cured 

Comments — The favorable outcome of this case is attnbuted 
largelj to the fact that there was practically no bleeding and 
earlj operation 

The photograph shown was taken September 1& 1923 He 
IS enbrelj well In connection with this case I wish to report 
another case of traumatic herma 

CASE n TRAUMATIC HERNIA OVER CREST OF RIGHT ILIUM 
A AI Male Switchman Agefort> Weight 230 pounds 
Admitted to St I uke s Hospital December 6 1909 Discharged 
December 17 1909 Re admitted December 28 1909 Fmal 
dibcharge Januar\ 24 1910 

Complaint — 1 Extreme weakness 2 Se\ere paui m 
nght lower quadrant of abdomen 3 Pam m left thigh 
History of Trouble —States he has alwajs been m good gen 
eral health December 6 1909 while switching cars was caught 
between a box car and loading dock and rolled Unable to 
stand because of «everc pam zmd weakness after being removed 
from between car and loading dock Was taken immediately 
to St Lukt » Hospital 

Examination — <)n admission he showed considerable shock 
was cold Pulse rapid 
General — Negative 

VOL. 3— lOJ 
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Local — ^Was very tender to pressure o\er his left hip and 
nght lumbar region Ecchymosis showing m these locations 
Treatment- — Was put to bed and restorati\es administered 
and treated locally with heat Required morphm for the relief of 
pain 

He promptly recovered from the immediate efiects of his 
mjury and left the hospital on the eleventh day able to walk 
but still lame where he had been injured 



Subsequent History — ^Five dajs later he came into my office 
and I found just above the crest of his nght ihum a tvmpamtic 
partiallj reducible tumor mass about the size of an adult fist (Fig 
76'^) The injurv to his left thi^h proved to be onlj a bruise 
At this time the secondanes of syphilis w ere also noted 
Diagnosis- — Traumatic hernia 

Operation — December “>9 1909 (twentj three daj s following 
injurj) under ether anesthraia a longitudinal incision was made 
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over the bulging mass above the crest of the right ihum and bowel 
was encountered subcutaneouslv The muscular attachments 
to the crest of the ilium had been torn off slick and clean 

Inasmuch as operation had been dela> ed as long as it w as 
the bowel, principally cecum was adherent m the subcutaneous 
tissues The incision was extended upward until normal ab 
dommal wall was found and the peritoneal cavity entered It 
w IS fairly easy, once within the abdomen to free the torn edges 
of the peritoneum and bowel and to return the bowel to the ab 
dommal caMty and close the peritoneum As would naturally 
be expected the muscles which had been tom from their attach 
ments had retracted and this was found to such an extent it was 
impossible to brmg them again to the crest of the ilium without 
undue tension Consequently the incision was extended down- 
ward and a flap of fascia lata with its attachment to the crest 
of the ihum was reflected upward and the torn muscles and fascia 
sutured to this using twenty day chromic gut Subcutaneous 
drainage The wound healed without infection After two 
weeks m bed and under antisyphilitic treatment the patient was 
allowed to sit up The suture of the abdominal muscles to the 
fasaa lata held and on discharge from the hospital twenty seven 
days after the operation there was no bulgmg He passed from 
under my observ ation but 1 heard from him later and saw him 
again At this tune there was a hermal protrusion anterior to 
where he had his original hernia 

This man never returned to his usual work but the last I 
heard from him about five years later be w as conducting a small 
mercantile business 

Result — Improved 

Comments — ^Both these cases were genuine traumatic her 
niT and they ran true to form illustrating that m this condition 
there arc serious primary symptoms and possibly associated 
mjur\ that the hernia has no pentoneal sac and becomes irre 
ducible in a short time 
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CASE HI TRAUMATIC BURSITIS OF RIGHT PALMAR BURSA 

R W M Age fort> four Slechamc Entered St Luke s 
Hospital Isovember 29 192'^ Discharged December 27 1922 
Result Improved 

Re admitted Apnl 18 1923 Discharged \ra> 31 192? 

Complaint — I am and tenderness in palm of right hand 

History of Trouble — Says he had al%\ a> s been m good general 
health and able to pursue his work as a mechamc up until the 
latter part of 1922 On October 25 19'’2 while guidmg a driving 
rod (weight about 4000 pounds) of an engine on to pm the strap 
on the jin pole broke lettmg the dnvmg rod fall about 30 mches 

After the rod bad fallen it tilted over catching nght hand 
betrveen it and hub of drive wheel Was able to get hand out 
without assistance 

Inunediately aftemard his hand pained him some m the 
region of the fifth metacarpal bone but he kept at his work 
Next day his hand hurt him so much that he consulted a phys 
ician who put a pad in the palm of his hand and bandaged it 
tightlj This same da> thinks he noticed swellmg on the ulnar 
side palm of hand 

The pam in his hand persisted being suflicient to keep him 
awake nights and eleven da>s later he quit work because of the 
pam and swelling in bis hand Did no work and received no 
treatment for twelve days when he again attempted to resume 
his occupation but had to quit after two dajs During this 
tune had consulted a second pfaysiaan who put the hand in a 
molded plaster splmt He was wcann this when he entered 
the ho pital 

Ezammation — General — ^Negative 

Local — ^Just above the annular bg unent on the ulnar side 
flexor surface of the right wiist is a swelling about 1 mch m 
diameter and only slightly elevated above the skin level ^Vhen 
pressure is made over the swellmg which is moderatelj tender 
but not red and the hand palpated below over the hypothenar 
emmence a fluid m which it appears small bodies are floatmg 
IS felt coursing beneath the annular hoOment Pressure ov er the 
hypothenar emmtnce reproduces the sw elling m the wnst 
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Blood and unne negatue 
Blood Wassermann negati\e 

An X ra> of the hand made at this time was reported negative 
First Operation — ^November 30 1922, under local anesthe 
sia, the sv^elling above the annular Ugament was aspirated and 
about 5 mmims of a clear fluid withdrawn 



This Mas examined inicroscopicall> and found to contain a 
fev. red cells leuKoc> tts and large mononuclear cells 

Posiopcrali c Course —The hand was again put m the splint 
and m a few da> s he began soakmg his hand m hot w ater De 
cember 23d he left the hospital his hand not paining him and 
vath 5M elhng and tenderness practicallj gone His hand how 
e\er felt somewhat stiff 
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Early in January 1923 he a\iakened one morning to find his 
hand pained him again Pain has persisted and swelling had 
returned when I saw him on March 9 19'^3 At this time he 
was having as much distrcs as he ever had and was again un 
able to work 

Apnl 18 1923 he was re admitted to the hospital pnmanly 
for acute alcoholism On his reco\er> from this he was trans 
f erred to my service 

In order to demonstrate that the palmar bursa was involved 
the swelling above the wnst wras injected with a 25 per cent 
sodium bromid solution and i ra\ films made These showed 
a shadow quite wide and extending practically along the entire 
length o! the fifth metacarpal bone (Figs 16s 7641 

Second Operation —April 24 1923 under ether anesthesia 
an inasion w as made into the swellmg abov e the annular Ugament 
and info the bursa below the annular ligament without dividing 
this structure A bloody fluid escaped No solid particles were 
found m the fluid although before injection with the sodium 
bromid they had seemed to be present Connection between 
the parts opened under the annular ligament was easily demon 
strated with a probe The walls of the bursa w ere considerablj 
mjected but there was no evidence of pus Curetage of the 
bursa was done and the wound closed without drainage The 
day of the operation t e one day following the injection of 
sodium bromid a bleb - mch m diameter was noticed over the 
bursa This was drained and an alcohol compress applied as 
part of the postoperative dressing A plaster splmt was molded 
to the hand and forearm 

No infection of the operative wound or bleb occurred but a 
moderatel> deep necrosis at the blister site occurred which was 
slow m healing 

He was discharged from the hospital fort> nine da>s after 
his operation as cured his prolonged sta> m the hospital being 
due to the slow healing of the slough at the bleb site I have 
seen him smee he is working and is having no evidence of any 
bursal trouble 

Comments — ^The historj physical exammation x ray labora 
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torv and operati\ e tmdmgb pro\ e beyond doubt that this \\ as a 
case of palmar bursitis probably caused by his injury It was 
thoujjht nee bodies would be found m the fluid but they w ere 
not present Possibl} the sodium bromid injection ma> explain 
this 

The prompt recurrence of this mans s>mptoms following 
simple aspiration and rest indicate that this treatment is not 
sufficient and what happened in his case is what usually occurs, 
* e , prompt recurrence of the trouble 

In order to affect a cure more radical means must be applied, 
and a destruction of the bursal walls accomplished This ma> 
be done b> thorough cureting or by packing the wound with 
gau2e allowing it to heal by granulation 
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PRESENTATION OF CASE OF TUBERCULOSIS OF THE 
KNEE ONE YEAR AFTER EXOSION OF THE JOINT 

Mr E D (Hospital No 11644) This man w as admitted 
to Bell Hospital January 6 1922 Discharged March 14 1922 
Diagnosis — ^Tuberculosis of right knee 
History — Srx > ears ago patient orked on a machine that re 
quired usmg a lever with the side of his right knee and observ ed 
that his knee was stiff and sore at times hid some s\\ elhng but 
not much disability and continued at work Was treated here 
in the Dispensary at that time (1916) having the knee strapped 
and condition improved then was worse for a while He con 
tinued having these relapses every few months gradually getting 
more and more disability but has been up and about all the 
tune although for the past six months has been on crutches and 
havmg considerable pain some loss of weight and a little fe\er 
Physical Exammation — ^Well developed and nounshed man 
weighmg 142 pounds comes m walking with a cane and crutch 
right knee in dexion of 135 degrees with onl> about 5 degrees 
motion marked muscle spasm and capsular Ibickemng no 
abscess or smuses other jomts negative general condition fairly 
good WasseTmannnegative urme negative 

X Ray — Shows erosion and bony destruction of both condjles 
of right femur also head of tibia (Fig 765) 

Family History — Negative for tuberculosis cancer and 
rheumatism 

Past History — ^Negative for disease or mjury Has been an 
athlete his speaalty bemg «ipnntmg 

Operation (January 10 1922) — ^A curved incision was made 
on the anterior surface of the knee and earned dowm into the 
1625 
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fairly firm but x ray sho^s lack of calafication of callus Told 
to ear a support for a y ear 

This man came m today March 17 1923 or fourteen months 
after his operation and these pictures were just taken (Fig 766) 
You can see that he has a strong firm bonj union No motion 
can be demonstrated in his knee and he has been s> mptom free 
but has only been r\nthout the support for tw o and half months 
and still feels the necessitj of protecting the joint On the nhole 
his condition is satisfactory and there is e\ ery indication that 
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the diseased process has entirelj stopped and there is not much 
danger of it e\er flanng up again 

Conclusion — The early diagnosis of tuberculosis of the knee 
joint in the adult is difficult In m> opinion anj chrome con 
dition of the knee Mith no other joint m\olvement that has 
never been acute should always be considered tubercular until 
pro\ ed othenMse and that as soon as the diagnosis is estabhshed 
the joint should be excised and it is not necessary to use anj 
grafts or extra sutures to secure union if the surfaces, of the tibia 
and femur are brought mto perfect apposition A support 
should be w om for a > ear 



PRESENTATION OF CASE OF BONY ANKYLOSIS ( FROM 
A NnSSEEOAN INFECTION) OF KNEE JOINT AFTER 
EXaSION ILLUSTRATING COMPLETE FIRM UNION 
IN THREE MONTHS 

M G (Hospital No 12 734) Colored Age tw enty eight 
years This patient 'nas admitted to Bell Hospital January 1 
1923 Discharged January 22 1923 

Diagnosis — Bonj ankylosis of left knee 
History — ^Tuelve ^ears ago left hand suddenly swelled and 
became painful lasting t\\ o days then nght hand became painful 
and sTvollen for about three days then left knee became swollen, 
painful and stiff confining the patient to bed for trvo month 
with extreme suffermg then she began graduall> getting about 
and has used a crutch since not on account of pain but on account 
of deformit> 

Physical Exammation — Comes m walking wath one crutch 
with left knee fixed in the attitude of 145 degrees extension no 
thickemng of the capsule no spasm and no tenderness but some 
atroph> of thigh and calf musdes otherwise negative and is a 
strong and well nourished woman weighing 150 pounds 

X Ray — Shows bon> ankjlosis of the knee jomt (Fig 767) 

\\ assermann negative Unne negati\ e 
Operation — Elliptic masion was made about the knee knee- 
joint opened a wedge shaped piece of bone was removed m order 
to overcome the half flexion the wedge bemg fashioned m such 
a manner as to permit 10 degrees flexion when the ends of the 
bone were m perfect apposition Wound closed m lajers 
Spica cast then applied 

Pathologic Report — Bone fragments nothmg found (Signed 
R Wahl ) This patient came m todaj April 7 1923 or 
three months after operation walkmg without crutches is en 
tirel> symptom free but has been wearmg her cast which was 
just removed and these pictures made (Fig 768) You wall note 
there is firm bon> union wath just the nght amount of flexion 
1639 
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and the patella is mortised m a position that gi\ es great stability 
to the joint e wiU allow all support to remain off and gi\ e her 
complete freedom of the leg 

Conclusion — ^This case illustrates the usual end result of 
gonorrheal miection of the Inee m a groiving mdividual The 
usual end result in the adult is a fibrous anhjlosis and a \ery 
painful jomt which m my opimon should be resected or mobd 
ized In this case we operated merely to straighten her leg and 
did not consider a plastic operation for the reason that the muscles 
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that mo\e her knee ha\e been out of commission for twelve 
years and probably could not have been tramed to again take up 
their function also because she has not the tune and finances to 
enter mto a long questionable procedure These points should 
alway s enter mto the consideration of whether y ou will attempt a 
resection or a plastic operation In domg a resection you know 
w hat y our end resnlt is gomg to be but m a plastic it is uncertam 
and in this case I feel sure w e hav e chosen wi ely 
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SOME COMPLICATIONS FOLLOWING INTERNAL HXA 
TION IN FRACTURES OF THE FEMUR 

Our first case this morning is for a resection and suture of the 
external popliteal nerve near the head of the fibula for paralysis 
This IS only one of the many troubles to which this unfortunate 
patient has been subjected A >ear ago he suffered a simple 
fracture of the left femur He was treated from the start m a 
hospital by a general surgeon who cut down on the fracture and 
made an Albee slide inlay and then put the limb up m a plaster 
cast, which was replaced on several occasions The patient 
suffered great pain in his leg and foot as well as in his thigh At 
the end of five months when I first saw him he was still in bed 
at the hospital with a malumon of the femur and an mw ard an 
gulation of 40 degrees (Fig 769) The limb was mummified 
there was a paral> tic drop foot with marked orgimc contraction 
of the tendo achilhs no e\ idence of power m the dorsal flexors of 
the ankle or toes A tenotomj of the tendo achillis was made and 
the foot fixed at a right angle The patient was then gi\cn 
\igorous ph> biotherapy for six weeks after which the malposition 
of the femur was corrected bj operation It was deemed un 
desirable to introduce any foreign material even bone if it could 
be avoided \ narrow V shaped piece of bone was remo\cd with 
the broad end outward and the limb was pushed inward frac 
tunng the inner callous bar which furnished an excellent backstop 
against re\ersing the displacement Figure 770 shows the x riy 
taken soon after operation and Fig 771 about seven w tel s ifltr 
The patient w is placed in a 1 Iiomas splint in bed irnl ifltr six 
weeks gotten up on an ambulatory splint 1 here w is lillle l< n 
denev to displacement and the resultwas a sound bony union on 
which the patient has been walking for four or five inonlbs 

lOi 



1032 


ROBERT MCEW’EN SCSIAUFFLER 


Afterumonof thefracturewasassured externalheat diathermia 
and massage were used vigoroudj There was some improve 
ment in the arculation of the leg and the knee jomt was graduallj 
flexed to 40 degrees The external popliteal nerve was ei^osed 
ov er the head of the fibula to which it was found to be adherent 
it was freed and transplanted to a fat bed outside of the deep 
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fasaa There is no doubt that the mjurv to the nerve was caused 
b> it bemg pressed too tightly against the head of the fibula 
b> the plaster cast After six months there has been no sign of 
recov ery of the paralysis and xt is proposed now to resect the 
portion of the nerve which has been subjected to pressure and 
suture the fresh ends There is some power m the calf muscles 
and the flexors of the toes but the stiffness of the joints does not 
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permit of aii> considerable motion The operation at this time 
IS more or less a counsel of desperation As far as the nerve is 
concerned it ought to succeed but it is a question as to whether 
the muscles are not so completely v, asted and converted into scar 
tissue that they will be unable to respond to an> central impulses 
which may get through We are all familiar with that terrible 
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condition known as Volkmann s ischemic paralysis m which 
the limb is contracted pamful and useless It seems that the 
muscles are com erted into fibrous tissue the arculation almost 
destro>ed and the nerve supplj se^erelJ interfered with We 
ha\ e found this condition caused bj too tightlj appbed splmts 
and bandages or the limb swellmg against inelastic bandages 
and producing the same effect We know however that it can 
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occur as the result of hemoloma beneath the deep fascia makmg 
pressure on the vessels and nerves and that it has occurred in 
some cases where no splints or bandages have ever been applied 
Recent experiments b> Dr Barney Brooks of St Louis have 
shown that when the arterial supply was left intact to a large 
muscle which had been isolated and the venous return almost 
completely shut ofT the muscle underwent an intense round 
celled infiltration as if it were the site of an acute inflammation 
and was then converted into a mass of scar tissue exactlj hke 
the condition found m Volkmann s ischemic paral> sis It seems 
to me that I am constantly seeing lesser degrees of this ischemic 
paralj sis or fibro es of limbs and that they are due to just the 
causes set forth above Practically they are the result of too 
much manipulation or operation and interference with the cit 
culation by retention in splints or casts which were applied too 
tightly In a few cases th^ may be due to a hemotoma often 
following a severe contusion or a simple fracture and the trouble 
could have been prevented by incising the deep fascia and te 
heving the pressure 

The second case w hich we have for operation this mormng is a 
man fifty four > cats of age who sustained a simple fracture of 
the femur eleven months ago He was subjected to open opera 
tion with the use of a metal band which was followed by suppura 
tion and long delaved union with projection of one of the frac 
turedends which was cut back by the doctor finally resulting in 
maluiuon with persistent suppuration The patient comes to me 
now with no hope of havang the position of the leg corrected but 
to get nd of the discharge The x ray (Fig 772) shows that the 
bone at the apex of the pur is undoubtedly dead but it is quite 
difficult to decide just how much other bone is dead or how much 
of it is newlj formed bone We will inject mto the smus a 
methjlene blue solution under some pressure and hope that it 
maj guide us to any deeper portions of necrotic bone We ex 
pose the angulated femur at the site of malunion by an external 
inasion and we see that here is quite a good sized piece of bone 
which is dead and which we can pull away with the forceps You 
see It is deeply stamed with the methylene blue As we retract 
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further about the site of malunion no further dead bone can be 
seen but there is a small tunnel gom^ somewhere into the interior 
of the bone ^hich is stained with the blue We are now cuttmg 
through health) bone with the chisel after removmg se\eral 
thick shavmgs of bone y ou see we have come to an area which 
IS stained blue and by working around this a httle more ^ e are 



Fig 772 

able to remove a second sequestrum part of which can be hfted 
out there is a bit toward the inner side which is more or less en 
tangled in the new bone and which we will remov c with the small 
chisel Now when we mop out with salt solution >ou sec there 
IS no more blue stain anywhere in the depth of the wound If 
y ou look at the pieces of bone laid out on tlus tow el y ou can see 
clearly the dead bone stained blue and the healthy bone which 
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was removed to uiico\ er the dcq)er parts of dead bone a bnght 
pink The use of methylene blue injection has been often helpful 
to me m reco\enng bits of dead bone which I might otherwise 
have left in and so failed to give complete relief 

In the last year I have had 3 other cases 2 of which w ere even 
worse than these v e have seen this morning All of them were 
simple fractures of the femur and were com erted into compound 
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fractures b> the surgeon Each resulted m delayed umon ma! 
umon and such injury to the soft parts as to constitute a perma 
nent disabihty far worse than that due to the bad position of the 
bones, I think this can be stated almost as an axiom If j ou are 
not a master of external fixation anj attempt to get aw ay by m 
temal fixation of a simple fracture of the femur wall incur serious 
danger of delayed umon suppuration and malumon withexten 
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sivemjurj to the soft parts If jou are a master of external fixa 
tion then internal fixation is seldom nccessarj m a simple single 
fracture of the femur The use of skeletal traction b) ice-tongs 
enables us to handle a number of cases which wc could not suffi 
aentlj control by skm traction \bout the onl> cases of simple 
fracture of the femur which should be operated upon are those in 
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which the fractured ends arc so irrcgul ir that without exposure 
there is little hope of even fair coaptation inrl those m winch 
there is muscle interposition 

I have asked the mother of this little girl in bring her to the 
hospital this morning to illustrate a case in point when, opt r ilion 
was absolutelv necessary — a ca 4! of mu tk inltfjiositmn httwetn 
fragments This was ahcallliy rhild of three ye irs v ho siKi lined 
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a transverse fracture of the lower end of the upper fourth the 
bone being broken across a narrow rail bj an adult falhng across 
the thigh The limb which was at nearly a right angle was 
straightened out and a honzontal extension used on a Bradford 
frame The x rays (Figs 7/3 774) show that the fragments did 
not clear and did not touch \ectical extension was substituted 
but still no reduction Mampulation under the fluoroscope 





Fg 777 

under full anesthesia failed to reduce the fracture and did not 
produce crepitus proving that there was muscle interposition 
Open operation showed musde firmly snagged o\ er the bone end 
A small intramedullar) ^Imt of oxbone was inserted and the 
hmb put m a plaster cast (Fi^, 775) The third day the patient 
had a high temperature and feaimg infection Icutawindo^\ in 
the cast Also the cast became moi tened with urme There 
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pro^ed to be no infection of the thigh but there was a colon 
bacillus pyelitis With the weakening of the cast b> cutting the 
window and the partial softening bj being moistened external 
fixation was inadequate At once the mtrameduUarj splmt 
broke and the ends of the bone began to side shp and angle 
(Fig 776) The cast was not removed but straightened out 
and more sphntmg and plaster applied External fixation was 
restored just barelj in time and the functional result was perfect 
as shown m Fig 777 
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EARLY PAPILLOMA OF THE KIDNEY PELVIS 

Hemattiria is frequently a sign of tremendous importance to 
the patient We are presenting today a patient who has had 
hematuna continuously for two > ears e hav e had him under 
observ ation for little over a year m the Out patient Urological 
Department He states that there never has been a time m the 
past tw 0 years that his unne has not been bloody There has 
been no pam either o\ er the kidne> region or referable to the 
bladder or urethra There has been no dj suna or frequency 
The one outstanding symptom is hematuna The patient in 
sists that the onset of this hematuna was two > ears ago following 
a strain of his back after lifting a piano He sa>s that blood in 
the urme w as noticed for the first time the next morning This 
patient could easily be classed as a case of essential hematuna 
and put on palliatu e treatment m the hope that the hemorrhage 
would clear up The term essential hematuna means that 
w e do not know the cause of the bleeding It should mean fur 
ther that it is most essential to find out why the patient has blood 
in hib urme About 80 per cent of all cases of hematuna come 
under three heads namely stone tuberculosis tumor From 
this one can readilj see the gravit> of hematuna and the urgent 
necessity for exhausting e\er> means of diagnosis at hand in 
order to discover the basic cause We are certam that this 
patient bleeds onlj from his left kidnej We have repeatedl> 
cystoscoped him dunng the past jear and the blood has alwa>s 
been found spurting out of the left ureter A complete urologic 
examination has been done smee the patient has been admitted to 
this ho'ipilal summar> of which is about as follows 

164X 
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There is no obstruction in the ureter or prostate to a No 24 
cystoscope The bladder capiaty 1 about 6 ounces Se\eral 
ounces of chocolate colored bloodv urine uas ashed out of the 
bladder and when the bladder was filled uith clear media blood 
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could be seen putting from the left ureter This ureteral os was 
readilj cathetenzed and the catheter pas edtothekidneyrvithout 
obstruction Bloodj urine was obtamnl from this left catheter 
The right ureter was seen normallj placed on the trigone and was 
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seen to spurt freel> and normallj and v, as cathetenzed easilj the 
catheter passmg up the ureter about 10 cm but it \\ ould go no 
further The urine from this n^t side was clear The appear 
ance time of the phenoUuIphontphthalein w as four minutes on 
either side The right side put out 12- per cent of the d> e in 
tw ent> imnutes The left side onl> about 2 per cent Blood 
and pus were found in the specimen from the left The right 
shows no pathologic findmgs The importance of contmuous 
bleedmg cannot be o\erstressed It is suggesti\e of kidne> 
tumor but stone as well as tuberculosis can do the same thing 
P) elograms v. ere made A study of these plates does not help 
\ erj much m a positi\ e v. a> On the nght w e ha\ e a normal 
peU 1C outhne On the left there is a double pelvis The outlme 
issomewhat blurred probablj from mov ements of the diaphragm 
and neither ureter is dilated From these p> elograms one could 
rule out tumor as there is no rotation of the kidne> and no dis 
tortion of the pelvis As for a diagnosis w e are no nearer now 
than before We hav c only these facts \\ e know this patient 
passes blood m the unne constanU> and has done so for two 
> ears e know it comes from the left kidne> e are sure 
the right kidnej is a good functionating organ W e have ruled 
out stone and although w e find no aad fast bacilU w e hav e not 
as > et positiv ely ruled out tuberculosis It is doubtful howev er 
if this IS tuberculosis The clinical picture is not right Tuber 
culosis seldom causes continuous unmterrupted bleeding 

Kidnev surgery todav isverj- much improved over what it was 
twentv >ears ago but there are man> unsolved problems It 
w ould seem to be equaU> bad to not do enough as it is to do too 
much The problem as to when to do a nephrectom) and when 
to temporize is not at all an easv one In this ca ewe are going to 
cut down on thiskidne> believing that an> patient who has had 
contmuous bleedmg observed over such a period of time is en 
titled to the benefit of having his kidncj examined m an cxplora 
tor> wa> The patient has now been anesthetized and has been 
placed on the table with his nght side down expo ing the left loin 
ind kidnev region A curved lumbar incision is made starting 
It the tip of the tw eifth nb curving forw ard and dowmw ard to 
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the le\ el of the anterior sujwnor ^me As we cut through the 
muscle la>er we see the >dlow fascia of 7uckerkandl exposed 
This IS cut through with the sossors and the hand introduced 
intothewound the wound is now enlarged above and below with 
assors and the Lidne\ is searched for The kidney is found 
1> mg high up under the diaphragm W e find that it has some 
adhesions about it After stnppmg these off it is evident we are 



dealing with a kidney with a short pedicle It is rather difficult 
to deli\ er this kidney mto the wound The kidnej itself appears 
like a fairly normal one There to no evidence of pus no palpable 
masses except along the ureter In palpating the ureter we find 
that there is a suspiaous nodular substance present On account 
of this history of bleeding and the suggestion that this might be 
malignant w e will do a nephrecton^ 
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The ureter is stripped and palpated as far doivn as possible 
We are cutting the ureter v.ell bdow the masses that ha\ e been 
felt through it The damp is now apphed to the vessels and the 
kidney cut loose Thekidneyvessdsaretied each one separatel) 
and the wound is dosed layer by la> er without dramage The 
patient is bemg taken from the operatmg room and is in good 
condition We will now turn our attention to the specimen n e 
have just removed We will first open this piece of ureter \\e 
have and see what it contams There is a small deep red tumor 
like mass in the mucosa of the ureter and numerous purphsh red 
patches are present in the kidney pdvis as well Undoubtedly 
it IS this that has been causmg this man s bleedmg We are 
probably deahng with a very earl> papilloma of the kidney pelvis 
We shall await VMth mterest the rqiort of the pathologist as to 
his microscopic findings 

Progress of the Case, Discussion, and Pathologic Report — 
FoUo^ingisacopy of thepathologicreportbyDr Wahl Patholo 
gist at the Umversitv of Kansas Sdiool of I^Iedicme The speci 
men consists of a section of the ureter w hich is open and measures 
3 cm m length b> 1 cm in width The mucosa is considerably 
thickened and there is some submucous hemorrhage There is no 
hemorrhage on the surface In addition there eems to be a 
small soft hemorrhagic flattened warty tumor Uke elevation at 
one side measuring about 5 mm in diameter There is no ulcera 
tion on the surface The kidney measures 10 by 6 by 3^ cm and 
V'eighs 110 grams It is of normal consistency The capsule 
stnps off v\ ith a little difficulty The cortex has rather a pale 
broivn color showang small pin pomt hemorrhages m the sub 
stance of the cortex There is also some congestion of the 
cortical V essels The section cuts readily and the cortex measures 
from 7 to 0 mm m thickness The pyramids are about tuice 
as thick as the cortex There is a considerable amount of pen 
pelvac fat On opemng the pelvas it is found to be divided mto 
tv, o distmct portions One portion goes to the upper pole of the 
kidney and the other to the lower portion And the u all of the 
mucosa is considerably thickened There is abundant hemor 
rhage just underneath the epithelial Iming In some places there 
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seem to be sbght somewhat congested wart like ele\ations 
protruding abo\ e the surface giving a somew hat vehetj appear 
ance There is also considerable congestion and hemorrhage in 
the tissue immediately about the pelvis A few pm point hemor 
rhages could be een m thepjramids These however were not 
\er> striking being m more indirect contact with the calices and 



the mucous membrane about the caluc In the medulla at one 
side there is an opaque white nodule measuring 3 to 4 mm m 
diameter suggesting a cellular fibroma 

Histologic Pathology — One of the sections taken throUoh 
the ureter shows some hyperplasia of the epithelial cells in the 
mucosa and underneath this layer of the mucosa there is a con 
siderable area of hemorrhage The walls submucosa and mus 
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culans of the ureter are also considerably thickened and shou ir 
regular foa of Ijmphoid and small mononuclear leukocjtes In 
addition along the outer portion there is more or less extensive 
diffuse hemorrhages The mucosa is in several places more or 
less completely desquamated In some places the leukocytes 
tend to cluster about small dilated capillanes Manj of the capil 
lanes are filled with hj aline thrombi Thrombi are also present 
m some of the smaller veins both in the submucosa and through 
out the walls of the ureters In some of these small veins the 
thrombi show beginning organization In another section there 
IS a peculiar type of proliferation of the epithelial cells, these cells 
projecting down into the underlying tissue in the form of solid 
balls of poljgonal or rounded cells which are fairly well circum 
scribed from the surrounding tissue The basement membrane 
seems to be absent in some places The cells are as a whole 
uniform in appearance though there is some irregularity The 
picture somewhat suggests a beginning malignancy of a flattened 
papilloma of the ureter These epithelial masses are rather 
diffuse along the entire section in one of the slides In this loca 
tion there is considerable ulceration of the mucosa and the same 
chronic inflammatory tissue throughout the wall of the ureter 
alreadj noted 

‘The kidney shows veiy marked cloudy swelling effecting the 
convoluted tubules In some places the lumyia of the tubules 
arc entirely occluded bj swollen cells In other places the inner 
portion of the swollen cells are more or less disintegrated The 
glomeruli are swollen There are a great many more nuclei m the 
glomeruli tufts than is usual The endothelial cells also appear 
to be swollen and there are relatively few red blood cells m the 
capillaries Most of the capill iry lumina seem to be obliterated 
The mtestitial tissue shows a few patches of slight increase m 
fibrous tissue this how ev er is not marked There is some con 
gestion of the v csscls and in some places distention of the 1> mph 
vessels The stroma in the medulla particularly near the pjra 
mids show a peculiar myxomatous tvpe of change with consider 
able edema intervening The tissue around the pelvis shows 
marked congestion and considerable diffuse hemorrhage rc cm 
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blmg a picture which is \ erj similar to the ureter The epithehal 
changes are also as a whole giTnil.ar to that noted m the ureter 
What are apparently hyalme casts are found in many of the 
collecting tubules At one comer of the kidne> in the section of 
the medulla there is a nodule composed of mterlacmg bundles of 
y oung connectmg tissue mother words a small fibroma There 
are some lymphatics whidi are enormously distended with a 
homogeneous eosin staining material Fibrous tissue changes 
may be seen m some of the glomeruli particularly m those areas 
where there is considerable increase m the fibrous tissue of the 
stroma 

Diagnosis — Papilloma of the ureter and pelvis (multiple) 
chronic hemorrhagic ureteritis and pyelitis also chronic tubular 
nephritis 

This patient made an excellent reco\ery wound healed by 
primary umon and the patient left the hospital on the eighth 
day after the operation He has returned to work and has been 
in perfect health ever since We bdieve that m this case we 
happened upon a \ery early papilloma of the kidney pdvis 
From the pathoIOoic report we can see that we are dealing wth a 
papilloma with a mabgnant tendency if mdeed there are any 
that do not ha\e a malignant tendency Needles to say this is 
an extremely rare case Authors who ha\ e searched the htera 
tureand collectedcases report prior to this case 56 cases of papil 
loma of the kidney pelvis From the description of these other 
cases this case herewith presented is by far the earliest case of 
papilloma of the kidney pelvis that has yet been reported These 
capillary tumors of the kidney pelvis are quite unlike the adeno 
matous papillomas which sometimes grow m the substance of the 
kidney Ordmanly these tumors of the kidney pelvis do not 
infiltrate the kidney subst ince but tend to pass down the ureter 
The etiology of these papillomas of the kidney pelvis is not any 
clearer than the etiology of papillomas anywhere However in 
this case we do not know whether there has been a chrome low 
grade infection in this kidney pelvis and if this continued irrita 
tion tended to give rise to a papilloma We are s vtisfied that 
in this case w e have done the n^t thing for this patient \\ e are 
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also satisfied that this papilloma w as confined to the Lidne> pelvis 
and the upper portion of the ureter The remov al of this kidney 
undoubtedly cured this man Had this been permitted to go on 
it certamlj would have escaped from the bounds which held it 
and gotten into the bladder or extended through the ureter and 
attack other organs It is not infrequently observ ed that these 
papillomata which certainly resemble bladder papillomata ma> 
suddenly change their character and become very malignant 
They may have early metastasis after having changed their form 
This IS a very fortunate case It is one of those cases where the 
surgeon feels satisfied that radical measures were justified On 
the other hand had w e remov ed this kidney for hematuria and 
found no pathology w e w ould hav e fdt that w e had made a mis 
take and had not done the fair thing by the patient So we sec 
the problems m kidney surgery are not at all simple Many times 
judgment must be giv en at the time of operation If the surgeon 
IS wrong either w ay the patient may suffer and may ev en pay 
for the mistake with his life 
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PARAFFIN FOREIGN BODY IN THE BLADDER WITH 
CALCULOUS FORMATION 

We ha\e for operation today apatient who ha‘> complained of 
painful and frequent urination for the past four months He is 
as jou see a white male He gives his age as fiftj nine jears 
He has a frequencj of every fifteen minutes wath strangury 
The frequency is about as had at night as it is in the da> time 
He has noticed blood stamed unne at times Frequent and 
pamful urination is pathognonoomc of no particular disease of the 
urinary tract but is common to a vast vanet> of such maladies 

An attempt was made to c>stoscope this patient before he 
was sent to this hospital but this was apparcntl> not successful 
as no pathology was discovered The patient was cystoscoped 
yesterday The urethra admitted a No 24 French cystoscope 
without difficult) there being no obstructions in the urethra or 
prostate There was no residual unne The bladder capacity 
was 100 c c The patient complained bitterly of pam on dilating 
the bladder with fluid 7 here was no prostatic collar and there 
was no enlargement of tlic prostatic gland to rectal palpation 
Reposmg in the most dependent portion of the bladder (the 
patient in a prone position on his back) w as seen a rough calculus 
of moderate size The ureters were seen normall) placed the 
openings being greatl) dilated The mucous membrane through 
out was greatl) inflamed and was rolled up into great velvety 
ridges 

Following the C)stoscop) the patient was taken to the x ray 
room where the bladder was filled with IS per cent sodium 
bromid solution 1 10 c c of sodium bromid solution w as intro- 
duced The patient complained of a great deal of pain from this 
dilatation of the bladder Before the sodium bromid was mtro- 
duced however a plate was taken Sodium bromid plates were 
made m stereo A stud) of the x ra) plates which we have here 
reveals to us a calculus v\hich is not a> dense as one would have 
1651 
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believed from the cjstoscopic picture and which casts onlj a 
faint shadow how e\er it is well defined There are no pouches 
or diverticula seen m the stereo plates of the injected bladder 
The striking feature about this roentgenogram is that the dilated 
ureters ha\ e permitted the opaque media to mount up to the 
kidney pelves on either side and outlimng them well \ou will 
note that the ureters are both dilated 
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From the foregoing di cussion it can be seen that we have 
made a diagnosis of calculus m the bladder and that we are about 
to do a suprapubic lithotomy The question of operabilitj of 
this patient arises ^\e mu t ask ourselves whether or not the 
patient is a good surgical ndw We have here before us a rather 
thin poorly nourished patient of about the stated age The 
pbjsical examination is es entiallj negative The urine con 
tains a trace of albumin it is aad and the specific graviU is 
1 0^0 It also contains on microscopic exarmnation red blood 
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cells and man} pus-cells There are no casts present The 
blood pressure is loO s} stolic 86 diastolic The red blood count 
IS 4 840 000 ^\ith 85 per cent hemoglobm 11 000 v.hite blood 
cells 70 per cent pol}s coagulation time is tuo mmutes In 
addition to this he has a blood urea of 18 milligrams per 100 c c 
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son who apparently is unable to control himself bj his own 
volition we would perform this operation under local anesthesia 
Howe\er m this case we preto gas anesthesia The patient 
now having been anesthetized wre wnll proceed at once to open the 
bladder Our assistant has placed the catheter m the urethra 
and IS w ashing out the bladder with sterile water The incision is 
now made m the midhne just above the symphysis pubis upward 
toward the umbilicus about 8 cm cuttmg through the skm and 
fasaa and exposing the rectus muscle This sheath is mased 
the muscle turned aside and we are down to the bladder cover 
mgs Our assistant now fills the bladder with fluid and the 
bladder mounts up into the wound We stnp the pentoneal 
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reflexion and expose the bladder which we identify by its tortu 
ous veins \\ e are dealing with a small contracted inflammatory 
bladder We now seize the bladder by two stay sutures which 
we have placed and make an inasion between them The fluid 
with which the bladder has been filled pours out and three 
foreign bodies hav e floated out which we will put a ide for further 
examination Sweepmg our fingers around the bladder we dis 
cover no pouches or diverticula however the ureters are very 
much dilated and will admit the tip o! the inderx finger We feel 
a calculus m the dependent portion of the bladder This is in the 
shape of several fragments Thest we are removmg All the 
fragments of the calculus bemo removed we wall proceed with 
the closure The tube is now secured in the bladder bv purse 
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string sutures and a agarette dram is placed m the space of 
Retzius and the wound closed lajer b> layer The anesthetist 
reports that the patient is m good condition is already awake, 
in fact and is ready to be taken from the operatmg room 

Let us now turn our attention to these peculiar bodies which 
floated out of this bladder The fact that the> floated out in 
dicated thev were much lighter than the water wnth which we 
filled the bladder One can readily see that the> are composed 
of some wax) substance probably paraffin The fragments of 
the calculus ha\e the appearance of a shell which m fact it is 
as they can be fitted over the largest of the three pieces of paraffin 
We must now alter our diagnosis to include foreign body m the 
bladder The paraffin e\idently acted as a nucleus or a foreign 
bodj and the phosphatic deposits were laid down upon it This 
IS a \erj unusual condition Paraffin ordinarily does not act in 
such a manner It is difficult to see how unnary salts would 
stick to a wa'T) surface like paraffin There have been several 
cases of paraffin foreign body m the bladder reported m the 
literature The problem of how these paraffin lumps get into 
the bladder IS not alwa>seas> of solution and certam facts which 
the patient may hav c w ill be necessary before w e ha\ e the answ er 
Paraffin is absolutely foreign to the human economy It must 
be introduced from the outside Cases ha\ e been recorded in 
which paraffin has been found m the bladder havmg been mtro 
duced b> an attempt to cure a hernia by mjection of this sub 
stance Paraffin has also been mtroduced into the urethra b> 
persons with perverted sexual tastes Dr Ernest G Mark re 
centlj told me about a case of his m which he twice removed 
paraffin bodies from the same bladder although the patient 
denied an> knowledge of how these bits of paraffin were mtro 
duced 

Discussion of the Progress and Outcome — The patient was 
rather unrulj and of a xeiy nervous and restless t>'pc and some 
time during the first night after the operation pulled the tube out 
of his bladder However he made good prOotess until about 
the fourth operative dav when his temperature began to rise 
At this point we obtained ‘lome verj mtcrcsUng historv which 
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threw light upon how this paraiRn got into the bladder The 
patient stated that he had been an alcoholic for years and that 
just about a y ear ago he and some fnends of his had a dnnhing 
party which lasted about a we^ When he began to sober up 
from this he noticed an intense bunung in his urethra This 
brought to his mind the relief he obtained some eighteen -v ears 
before from some soluble bougies which were introduced into his 
urethra for a urethntis he bad at the time He had been taking 
treatment from some ad\ertiamg doctor He stated that for 
many >ears he kept these soluble medicated bougies on hand 
and occasionallj used one Not having any of these bougies at 
the tune he proceeded to make some by cutting long strips from a 
paraffin Candle These he made c>lmdnc b> rolling them be 
tw een the palms of his hands and introduced tw 0 or three of these 
into the urethra He was fortunate in the selection of the 
paraffin as it e\adent!y had a low melting point and slipped 
readily into the bladder This \ery interesting bit of history 
confirms our notion that when paraffin is found in the bladder it 
must alw ays ha\ e been mtroduced from the outside 

As soon as the patients temperature began to rise we aoain 
checked his blood chemistry and found that his blood urea had 
ri en to 96 67 and the blood chlonds had fallen to 380 creatmin 
was 1 8 He gradually became more toxic and died m coma on 
the seventeenth da> after operation An autops) wa obtained 
and a summary of the report bj Dr Wahl follow a 

The lungs showed evidence of metastatic pjogemc infection 
with areas of healed tuberculosis and large healed caseous nodulea 
together with bronchopneumonia Both kidneys were enlarged 
and the perirenal capsules found to be adherent and to contain 
a small amount of pua Numerous small wbsce ses measurmo 
from 1 to 3 mm were found on the surface of the kidnev and 
extending into the cortex There was no evidence of a chrome 
nephritis The ureters were distended but soft and not infil 
trated There w as found a la^ abscess at the base of the blad 
der with a marked penev stitis 

The anatomic diagnosis as giv en by Dr Wahl reads 
Acute and chrome hemorrhagic and diphtheric c> titis 
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pen\ esical abscess suppurali\ e nephntis w ith embolic abscesses 
of the lung bronchopneumoma parenchj matous degeneration 
of the heart b\er and kidnejs edema of the lungs chronic 
nephntis atrophy of the spleen chrome pleunsv with adhesions 
anthracosis fibroid nodule purulent bronchitis 

Summary of the Discussion — This case is a verj interesting 
one from se\ eral \newpoints In the first place we operated on a 
man ^^^th resistance greatly lowered from chrome alcoholism 
Again ^e have a patient who had a \er> se\ ere grade of cvstitis 
much more se\ ere than w e had behe\ ed at the time of operation 
Owing to the bladder condition the kidnejs were not cathetenzed 
and checked separatel} so we might ha\e overlooked the possi 
bihtj of an mfection that should ha\ c been cleaned up m ad\ ance 
It IS usual for these cases to clear up at once as soon as the bladder 
IS properlj opened and drained We ha\e in the next place the 
condition as abo^ e stated complicated b> a foreign bod> in the 
bhdder which had been incrusted with a phosphatic deposit and 
further we had what should probabl> and properl> be called a 
congemtal dilatation of the ureters \\^ene\ er ureteral openings 
are found large enough to admit the tip ol the index finger the 
ureter not being diseased or the walls thickened b> inflammatorj 
process one is almost forced to the conclusion that the> ha\e 
ilwi>s been m this condition We know that congemtal mal 
formations of the unnar} tract arc notoriously subject to infec 
tion It is conceiNable that m this case we might have had an 
ascending infection bj direct extension up the mucosa How 
ever we need no such explanation to account for the end result 
Undoubtedlj there was a pencjstitis with abscess formation 
the organisms from the abscess bemg earned to all the organs of 
the bodv and death resulted rather from generalized septicemia 
than from kidnej failure 
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RAYNAUD S DISEASE TROPHIC ULCER PERIARTERIAL 
SYMPATHECTOMY 

The case to be presented IS a man age thirty three complain 
mg of a chrome painful ulcer of the left great toe See also the 
color changes m all the toes and the fingers (Fig 784) All the 
extremities are both subjectively and objectiveh cold His feet 
and toes are painful excruciatingly so when chilled There has 
never been actual frost bite 

This tendency to c> anosis and pain and coldness in the ex 
tremities has been present for three years and has been vanouslj 
diagnosed Three > ears ago he was treated for rheumatism at 
a later time for weak arches also for chilblams for osteomyelitis 
and for syphiUs He has had four negative Wassermann reac 
tions His teeth and tonsils and sinuses have been investigated 
without result The ulcer on the toe appeared sl\ months ago 
following a small scratch and has been operated on twice without 
improvement \ ou note that there is no inflammatory zone and 
no granulations The edge is crater like tea trophic ulcer 

Exammation — Family and personal history negativ e Gen 
eral condition good Hemoglobin 85 per cent reds 4 '^00 000 
whites 8200 

Urine negative 

Blood pressure — ^Left arm 132/74 right arm 118 74 left 
leg 164 110 right leg 160^98 (popliteal) 

Blood 100 rag to 100 c c 

Allergy tests by Dr W W Duke re pon«e to fruits and bac 
tern no majors dev eloped bv retest 
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Locally — We see the ulcer descnbed the nails are clubbed 
the e'^tremities cold painful and cjanotic Pressure on the 
cyanosed area gi\ es a dead nhite returning to the previous color 
by \ er> slow degrees from the penphery Ele\ ation modifies the 



c>ano is slowI> but not compIetel> and dependency exagger 
ates it 

Diagnosis — Raynaud s disease with trophic ulcer 
Operation Proposed — A LeRiche penartenal sympathec 
tom> on the femoral arteries 

This operation is on trial and has had some success m this 
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condition and others which are assumed to be caused by arterial 
spasm or other disturbances due to m^olvement of the pen 
artenal sympathetic nerve fibers ' 

Other conditions mentioned by LeRiche for trial are causal 
gia painful stumps posttraumatic contractures and edemas 
ischemic sequels and tropho edemas trophic sloughs \ ancose 
eczemas scleroderma and sclerodactyha alopeaa etc The 
operation has been practised in Kansas Cit> by Binnie and b\ 
Owens 1 he latter reported cases to the Kansas City Academ> 
of Medicme last > ear Time will show whether previous claims 
are too broad Also whether the prev lous assumption is correct 
I e that the prmcipal \ asoconstrictor s> mpathetic nerv e fibers 
if not all run in the sheath and ad\ cntitia coat of the pnnapal 
arterj and whether fibers cross lower down from the posterior 
tibial nerve at the malleolus or lower requiring section or injec 
tion there for cure 

Operation — My 7 mch incision over the cour c of the mam 
superficial femoral lies partly m Scarpa s triangle and partly ov er 
the course nf the vessel in the upper part of Hunter s canal 
Division of the deep fasaa and retraction of the sartonus muscle 
outward exposes the vessel pocket the arterj l>mg external and 
later anterior to the vem There arc few branches — the sheath 
IS adherent and the adventitia coat more vascular and adherent 
than normal This appearance might even justify the idea of 
a mild inflammatoiy reaction I am now lifting and separating 
the vessel Its film> delicate outer coat is grasped with forceps 
and mased longitudmall> See that w e hav e at once the pnraarv 
contraction of the vessel to one half of its former size and practi 
cal disappearance of puUation as described bj I eRiche The 
nurse sa> s how ever that the feel sliU feel w arm I now separate 
this coat around the circumference of the vessel — the complete 
denudation being about a inches Shreds arc remov cd b> gauze 
The vessel is now quite small over the exposed portion The 
field is dr) 

Closure — I replace the vessel in its bed and draw over the 

‘Rene LeRchc Some Researches on P rafter I Sjmpathectom) 
Annals of Surger> \ol 74 p 3SS 
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sartorius and the deep fasaa Tnth catgut and metal chp the skin 
The condition beino good ue 'wiU operate the other side also 
Here u e do not find the same degree of \ asculantj and adherence 
and the separation of the adventitia is much easier This pro 
cedure is supposed to give a tolerably permanent block to vaso 
constnctor sympathetic impulses After primary constnction 
due to the irritation which we see now has subsided (about six 
hours) there is supposed to foUow a period of v ascular dilatation 
due to mterruption of ^mpathetic vasoconstrictor impulses 
His cold feet should be quite worm tomorrow 

I complete closure in the same way as before Anesthetist 
reports condition of the patient is good 

Follow up Next day patient reports that the feet feel quite 
warm and comfortable No pain m the feet or wounds Skin of 
the feet appear flushed reddish rather than c> anotic He has a 
tingling sen ation on the inner side of the left thigh due to injury 
of a cutaneous nerv e 

One week later patient up in wheel chair Wounds healed 
per pnmatn No pain since operation Feet continue warm 
Base of the ulcer shows some granulations and appearance of life 
Two weeks later patient discharged Granulations m the 
ulcer more advanced and some skin proliferation from the edge 
can be noted 

Final blood pressure taken on 4/8/'^’^ Left arm 108/74 
nght arm 98/74 left leg 140/100 right leg 134/98 (pophteal) 



VARICOSE VEINS AND ULCERS INOPERABLE 
REMARKS ON THE ANATOMY 

This patient (Tig 785) presents an illustration of unusually 
developed collateral venous arculation m compensation of 
obstruction of the deep veins by a bilateral septic thrombotic 
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condition vhich she suffered tvsent> jears ago following child 
birth Tliere has been such a complete obstruction of the deep 
femoral and perhaps e\ cn of the iliacs that nearly all the blood 
from the legs returns through the superficial \ems \ \isible 
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pelvic girdle of collateral arculatjon has resulted We see the 
massive dilatation of the ^uteal superficial circumflec iliac and 
superfiaal epigastnc \ Bins besides the saphenous s> stem This 
patient has to spend most of her time sittmg on the floor as e\ en 
the dependent position of sitting causes* pain, and bad elTects on 
ber leg ulcers I consider operation of any sort to be contramdi 
cated and ha\e so advised her physician Dr Messenger Dr 
Hertzler concurs in this opimon 

The classical Trendelenberg test (descending reflux) is \er) 
positive and superficial constriction produces a cy anosis of the 
hmb The ascending reflux (tuned constncUon test of Homans 
of Bostonl lb also positive This test is not so well known 
Homans says In \ancosity of the surface \ems alone filling 
beloM the constriction takes place m three qu irters of a mmute or 
more and e\ en then these \ essels may not be tense lor the er 
forating \<ins ate continually carrying ofl the excess of blood 
If on the other hand the perforating \eins are incompetent 
the surface \ essds belou the obstruction mil fill po sibly in ten 
twenty or thirty seconds accordmg to the importance of the 
leak These two tests serve to separate the pure surface van 
cosities from those which also have varicosity of the perforatinj, 
veins 

I do not find myself able to agree with Homans as to the vig 
mficance of this test prmapally because I am convmced that the 
anatomy is not as commonly desenbed and as believed by 
Homans After teadmg Homans articles m 1917 I read agvm 
the anatomies av ailable to me I found that Spalteholtz ib dearly 
of the same opimon as Homans t e that blood flows from the 
superfiaal sy stem to the deep system of veins m the leg and must 
perforce do so because the valves in the perforating vems force 
It to do so unless the perforating veins are also dilated and v an 
cose and the valv es incompetent (Homans) Gray Cunning 
ham Tiersol Swabota Mumch and Told failed to cover the 
pomt very defimtely Temer and Alglave Rev de Chir June 
1906 agree with Homans This did not satisfy me for reasons 

Et q 1 gy nd T tm t ol Leg U1 r S rg Gy c nd Ob t vol 
24 1917 
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I wiU gue prc‘icnll\ and I was pleased to rcce»\c confirmation 
from Dr R'lnson of Northwestern Unuer it\ also from Dr 
CowgiU of Kan«;a& Um^trsiU At m> request both had dis 

\ot. 3—10 
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sections made to establish the point and both found that the 
\al\es m the perforating \ems from two to four in number are 
so placed that blood flows from the deep system of veins in the 
leg to the superfiaal or saphaious system Neither would say 
that they w ere sure that all the ensting commumcatmg \ ems had 
been found or that some of them might not be free of any \ al\ es 
but all those found were equipped as I ha\e stated I had 
theorized that the superfiaal \eins hould act as an emergency 
spillway for the blood from the leg durmg muscular action and 
that the val\es should be arranged to pro\ide for this action 
otherwise nature would ha\epro\ided valves to act contranwise 
tdl the need arose for a spillway and then they must temporarily 
and providentially become incompetent This seemed absurd 
It seemed equally absurd to suppose that nature had antiapated 
and provided for the condition ansing from the man made and 
recent garter by arranging v alves m the waydescribed by Homans 
but had not provided for the condition ansing during muscular 
action and I also predicated that muscular spasm or tetany or 
dmanly known as leg cramps or swimmers cramps should be 
found to be a factor m the production of vancose veins Smce 
1919 when I onginally reported this theory to the Jackson 
County Medical Soaety I have demonstrated it several times in 
the history of such patients At the time of such a cramp the 
rigid fascial tube allows the tetamc muscle to compress the deep 
vems completely at some point and the saphenous system is 
forced to carry all the blood from the leg for a long period This 
prolonged strain exceeds the hmits of elasticity and recovery 
and permanent dilatation with varicosity results The same 
thing has happened m the case before you although m thi case 
the obstruction to the deep veins is orgamc and irreparable and 
destruction of the saphenous system by operation might result 
in a gangrene of the leg There are of course other and well 
demonstrated points m the etiology of v ancose v ems For treat 
ment of this case we can only recommend phv siotherapy and 
some form of elastic surface support 



PARTIAL VOLVULUS OF THE CECUM 

This farmer boy age twenty complains of pam and tender 
ness m bis right side with constipation and gas-pains and a 
sensation of dragging and pulling in the right flank when he turns 
on his right side This will be his third operation for relief of 
this complaint 

I am presenting this case because it will illustrate one or 
another of the \ ery du erse conditions of nght abdominal path 
ology underlymg the large number of cases who say I had my 
appendnx rcmo\ed but I still have pain If one can truly 
evaluate the pathology relief can usually be given We will 
proceed with the specific mstance as the general problem has 
too extensive a literature to cover m a brief talk 

History and Examination — Since he can remember he has had 
trouble as described m his right side In his eighteenth year he 
had a severe attack diagnosed as appendicitis The appendix 
w as remov ed through a right rectus incision Wc see the neatly 
healed 4 inch scar on the abdomen The acute pam w as relieved 
but the old dull pulling widespread pam was not In fact 
he was more tender than ever Six months later he was re 
operated “for adhesions and made a good recovery But he 
w as not rehev ed of his original complamt He now felt himself 
unable to w ork although of a stolid rather than a neurotic ty'pe of 
mdivndual 

I examined him ‘^ix months after the second operation one 
V ear after the first finding a well healed scar no mass although 
mtermitlently bloated no sign of a hernia lendemess and pain 
as described before He was advised to temporize and rest and 
recuperate m the country Two months later he relumed — con 
dition unchanged — but was advised now to aw ait recovery from 
an acute intcrcurrent bronchitis This accomplished he now 
accepts operation on an exploratorv basis 

Operation \s might be expected wc find some omental 
ulhoions to the well healed inner sheath of the rectus There 
166 
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are also some adhesions of the caput «ili to the panetes and to 
theoraentum These we separate Tlte amputation site of the 
appendix is smooth and adhesum. {tec The cecum is a mobile 
type Itis twisted clockwiseonitsownaxis— partial volvailus— 
thus throning the lUeocecal valve posteriorly As >ou can see 
a twist IS prO'duced m the ascending colon near the hepatic flex 
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ure This narrows the lumen and causes a back pressure m the 
cecum \\ e see that the cecum is dilated and baggy See the 
parieto-colic hyperfixation band high up on the ascending colon 
The clockwise twist of the cecum on its axis would probablj not 
be obstructiv e m this case if this pivitol band did not pre% ent the 
ascenduio colon from following As it i >ou see the twist 
(illustratiiio) draws this band down tight like a stranglers noose 
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As I divide this band the colon elands from underneath In 
order to balance the hang of the colonic draper^ I uill fix the 
cecum to the parietes wth some stitches This v,as Wilms idea 
It seems practicable It produces balanced tensions The de- 
nuded area abo\ e is too large to be co\ ered u ell b> closing the 
longitudinal cut in the trans\ersc direction so I will mterpose 
a comer of omentum As I find nothing else abnormal after 
in'^pection ^e ha\e probabl> remedied the patholog> causing 
the symptoms in this case Time will tell We %vill make the 
usual closure 

Discussion — This is b> no means an extreme illustration of 
X olvulus of the cecum I am reportmg 3 cases of absolute ob 
struction due to \ ohnilus of the right colon which will bepublished 
in the Transactions of the \\estern Surgical Society next year 
Homans reported 3 in the Archives of Surgery last year Wilms 
has wTitten extensively on it Many others accept it Treves 
classified the cases mto three groups in 1899 y et there are many 
disbelievers m the idea Some operators would emphasize the 
importance of the paneto-cohe hyperfixation band which we 
found here I think the twist the more important factor since 
the band would not be obstructive without the twist However 
one must try to produce balance Lack ol support above w ill 
allow the formation of a secondary loop and volvulus of the 
second tvpe of Treves I feel that I must accept complete vol 
vulus of the Tight colon since I hav c seen the cases unmistakable 
and plain and I feel that I must also accept partial v olvulus as a 
clinical entity since the greater proposition contains the lesser 
Follow up — \s soon as the postopcrativ e tenderness had sub 
“Sided — t c ten days — the patient was able to say that he had 
relief from the unpleasant “sensations in his side 

Letters slx weeks later six months later and one vear and 
three months later say that relief has continued and that the 
patient bcliev es himself cured 
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THYROTOXICOSIS-GRAVES DISEASE 

In presenting our cases this morning ^^e %vill present 2 goiter 
cases and a gall bladder case that we think are of more than 
passing interest The first case to be presented is ^Irs B 
aged thirty two jears white and a housewnfe Her present 
complaint is of an extreme tach>cardia extreme nervousness 
the cause of which is well known to her She has herself ob 
served that she has an exophthalmos and that she also has a 
slight enlargement of her thyroid gland and without e\ er havnng 
consulted a physician she did know that her symptoms were 
due to an exophthalmic goiter She presented herself first at 
the office some two weeks ago and related the following history 

Early History — Irrelexant to present complaint 

Personal History — Menstruated fir&t at the age of twelve 
normally and regularly mamed at the of se\entcen first 
child born at the age of eighteen this a boy now fourteen y ears 
of age m good health and normal in all respects no subsequent 
pregnancies Eight years ago she had an abdommal operation 
the exact nature of which she is not certain but knows that 
something was done to the uterus Her appendix was removed 
at the same time and while under the same anesthetic she had 
her tonsils removed and a penneaV repair She had a rather 
stormy convalescence says her throat and mouth were much 
swollen and she remembers the experience only to shudder 
about It Two years following this operation she divorced her 
first husband and one year later married again No children 
have been born of this second marriage although she continues 
to menstruate normallv Her present mantal relationship is 
not a very happy one 
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Present History — Since her past operation experience of 
eight > ears ago she has noticed herself to be verj nervous cned 
easJy had but little endurance and has observed that at tunes 
her pulse \vas quite rapid dunng the past year and a half This 
nervousness has seemed to increase and she has been consaous 
most all the tune of a rapid throbbing pul e Dunng this >ear 
and a half he has lost 8 to 12 pounds and she has noticed 
a gradual enlargement of her neck about the thyroid area 
She perspires \ery easily particularly the palms of her hands 
and this perspiration seems to bear no relationship to any effort 
on her part or the temperature of the room For some months 
past she has had considerable difficulty in sleepmg at nght 
has been \ery restless and found it hard to content herself 
except when moving about She has had a number of attacks 
of diarrhea these appear to be uncontrollable and bear no re 
lationship to her diet 

I think e\ery one will agree that this is quite a typical his 
tory of a marked thy rotoxicosis 

Physical Examination — Her physical exammation reveals 
equally interesting things She is rather anemic rather poorly 
nounshed has a marked exophthalmos with a definite Stellwag 
and \ an Grofie sign and diffuse enlargement of her thy roid a 
definite pulsation throughout the thyroid gland It might 
more accurately be desenbed as a thnll Her nerve reflexes 
are all exaggerated She has a marked tremor of the hands 
Her blood pre sure is 150over90 Herpulse rate vanes between 
130 and 160 Her heart sounds are normal Unne normal 

Laboratory Report — Hemoglobin <5 per cent leukocytes 
8300 with normal percentages red cells 4 100 000 

Andnow we come to ome mteresting laboratory work which 
has a more direct bearing upon thi case In the two weeks she 
has been under observation she has had three different metabolic 
rate estimations The first one made two weeks ago hows 
a metabolic rate of 1/0 a few days later 165 and one two days 
ago 170 again She has been m the hospital for the past eight 
days dunng which tune numerous attempts have been made to 
do a Goetsch test all unsuccessful because of her extreme ner 
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\ousness \Mien anyone comes near her ^vlth a hypodermic she 
becomes almost frantic and it did not seem safe to insist on the 
test ho^\e\er during one of her early visits to the office 
we did secure a Goetsch At that time she had a marked 
nse m her systolic pressure avith i very marked fall in 
diastolic and a slow return of each to the previous reading 
We ha\ e not the time this mornmg to discuss at any length the 
question of blood chemistry but this particular case is quite 
topical of the majority of cur observations There is present a 
marked acidosis the sugar tolerance is reduced and conse 
quently the percentage of blood sugar is increased and there 
is a \ ery defimte disturbance in the nitrogen balance Our ob 
servation up to this time will justify us in making the statement 
that the disturbance in these three things is to a veiy large per 
centage proportionate to the degree of toxiaty 

A brief summary of this case before she is brought m We 
have here a ver> typical ca«>e of hyperthyroidism or perhaps 
more accuratelj speakmg marked thyrotoxicosis She has a 
very high metabolic rate and a very positive Goetsch test 
Her metabolic rate has maintained a constant high level during 
the two and a half weeks she has been under observation al 
though dunng the past tight days she has been m the hospital 
andhasbeenkeptconsistcntly mbed Sheis by all the standards 
vie know a V ery poor surgical nsk We approach this case with 
a very definite knowledge that if much is done m a surgical way 
that she will not wathstand the shock of the operation so what 
wc contemplate doing this morning is onl> a ligation of her 
nght superior thyroid Wc quite agree viath those who contend 
that m doing a ligation of the supenor thyroid one does more 
than merely reduce the blood supply and that the doing 
more is probably an interference with the sympathetic nerve 
supply to the tliyroid gland \\c arc ready and you may brmg 
in the patient This patient has been giv en gas oxy gen in the 
outside room and it is our expencncc that one can do a ligation 
under gas oxy gen more quickly and w itli less surgical nsk than 
under a local anesthetic Our incision is approximately 1 mcli m 
length trans\er«e and jusl over the upper pole of the thyroid 
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usually It IS on a line with the th> roid cartilage The muscle fibers 
are retracted The sternocleidomastoid muscle is of course re 
tracted outward the upper pole of the thjroid uncovered the 
supenor thyroid identified and a ligature passes around the 
vessel with a ligature earner or an aneurism needle Before 
the hgature is tied we like to again sur\e> the field and make 
sure that our vessel is within the ligature and if so we are then 
ready to Ue the ligature We pass also a second ligature and 
again tie this tune getting down dose to the upper pole of the 
thyroid and we do not care if a small amount of the upper pole 
is included m the hgature We have tned cutting between the 
bgatures We have not been able to find that it has any ad 
vantage and we did have one unpleasant experience m that the 
vessel shpped out of the hgature and we had a severe hemorrhage 
which was hard to control Inasmuch as the patient was very 
tone and time quite an element it was a rather embarrassing 
experience and one that we do not care to have repeated The 
wound 1 dosed m the usual manner with catgut suture matenal 
and a collodion dressing apphed Thi procf dure has taken but 
a few minutes time and the patient will be returned to bed m 
practically as good condition as she was when she came to the 
operating room but we feel perfectl> certain that she will have 
considerable storm following this surgical interference Every 
effort will be put forth to keep her quiet to protect her from any 
nervousness or any exatement alkalies will be given freely 
and fluids crowded to the limit Of course we will use morphin 
to control any pam and to aid m controUmg the exutement 
And let me add this that we use morphm straight that 1 no 
atropm for it has been my expenence in these toxic cases that 
atropm does not act well 

Before the next ca e is brought in which is a thj roidectomy 
I want to say just a few words concerning our conception of the 
determmation of the surgical risk m these cases We feel that a 
studj of the metabohe rate and also of the reaction to Goetsch 
test enables us to form a much more comprehensive judgment 
concermng the amount of sulcal interference that one can en 
g;age in In other words the metabolic rate gives us an estima 
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tion of the degree of loxjcitj i\hile tiie reaction of the patient 
to the Goetsch test gives us an estimation of the resistance of 
that patient to surgical insult Again it is not enough to 
knon mere!) the metabolic rate because then vve know onlv 
the degree of toxiatj but if vve add to the knowledge of 
the metabolic rate a stud> of the reaction of the patient to a 
Goetsch test we know not onl> the degree of toxiatj but wt 
know also how much the patient had been injured bj this tov. 
icitj and can form a judgment as to the amount of surgical 
trauma this patient can stand 

Statin^ the proposition m still another wa> we know given 
a case of hyperthyroidism anv surgical interference will inert ise 
the degree of toxiatv which if earned to a sufRaent degree 
will result in an exhaustion of the vasomotor tone and this ex 
haustion of the visomotor tone will result m death If we had 
a means at our hand with which wc can measure the distance 
from the point at which wc lind the patient to thi point of 
vasomotor exhaustion we mil have determined the width of 
the safety rone m the confines of which it is safe to plav If 
this zone be wide one can attempt more surgery and m a case 
with a narrow salct> zone one cannot attempt vt.r> much It 
IS a measurement of this safet> rone that w e feel is accomplished 
by the means of the Goetsch If following the injection of 6 to 
8 mm of adrenalin there is an immediate marked drop in the 
diastolic blood pre«ure and a slow return of the same to its 
former level we fed that that patient has already verv ncarlj 
reached the point of exhaustion of v asomotor tone and w e know 
from experience that that patient is a very poor surgical n k 
and will stand onl> the vcr> shghtcbt of surgical insult This 
patient whom we hive just seen is just such a cx«c and if she 
IS to be brouglit safelj througli to a cure she must have the 
benefit of the most painstaking care anil studj And m spite 
of all this It will often strain ont s best judgment to know when 
and how much to interfere 
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The siecond case represents the other U’pe of th} roid toTicit\ 
nameh the to\ic adenoma ‘^e^dom if e\er producing exoph 
thalmoSj coming on m much older patients and patients uho 
ha\e had an irregular enlargement of the th\roid for man} 
>ears This patient Mrs EUa M aged fifta seaen and a 
housea\nfe was admitted to the ho pital first some three months 
ago at r\hich time she nas \er} neraous had a pulse rate of 
140 a metabolic rate of 147 and a xerj positiNe Goetsch and 
all of the sjTnptoms that go with a marked th> rotoxico is Fol 
lowing a week s obser* atvon embraang all of the studies -is de 
tailed in the pre\nous case we did at the fir t sitting a ligation 
of her nght supenor thj roid a week later a ligation of the left 
superior thj'toid She remained m the hospital a week or ten 
da>s foUowmg the last operation and then went to her heme 
During the two and a half months she hts been aw a} from the 
hospital she has been reporting to our office regularh at least 
once exer} two weeks at which time wehaxc taken basal rale 
readings numerous Goetsch tests and w e ha\ e been w atching 
her xerj stcadx improxeraent Four da\s ago she had a basal 
rate of 124 a Goetsch test which shows but a slight drop in a 
diastolic pressure with a quick reco\er\ 

In the light of these studies we approach this case with a 
feeling of confidence We feel quite sure that we wall be able 
to remoxe all the thxroid gland we desire without undue haste 
and complete an adequate do ure of the wound Allow me to 
saj here howexcr that m order to do good surgical work m 
cases of hx-perthxroidism one must haxe confidence m his ancs 
thetict and must be walling to take advace from the ancstheti t 
as to when to di continue his opcratixe procedure We ha\e 
sufficient confidence in our ane thctist that when he ad\a cs 
us that the patient blood pressure is falling that the pul e 
rate is n mg in other words that there art igns of approaching 
\ asomotor exhau tion we accept hi judgment and cca c operat 
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mg at once returning tie patient to bed to be returned to the 
operating room m perhaps two days at which tune the operation 
will be completed Wl do not expect to have to cease our operat 
mg m the middle oi the game today but we ha\e done so numer 
ous times and have always been glad we did because it is only 
when the surgeon does too much that he has occasion to regret 
his. activities with the5>e cases 

To complete the history of this ca e She has had for thirty 
j ears an irregular enlargement of her thy roid gland which as 
far as she knew gave nse to no symptoms until about a year 
ago at which tune she began to lose weight and was consaous 
of a rapidity and irregularity of her pulse tired easily on ex 
ertion and had occasional attacks of diarrhea WTien she first 
came to the office she complained that she was just run down 
and had no thought that her ^mptoms were the re ult of her 
goiter for she had noticed no change m the goiter at all 

On physical examination she has the usual findings namely 
tremor tachy cardia mcreased reflexes shght increase m blood 
pressure etc 

Laboratory Examination — Utme analysis negative 

Blood exammation Hemoglobn 80 per cent red cells 
5 000 000 white cell 8OOO with normal percentages W asset 
maim negative Goetsch te^t fa) Systolic Rises 15 points 
within first ten mmutes begins to recede and has returned to 
starting point within forty minute (6) Diastolic Drops 8 
pomts m the first ten nunutes and has regamed its former 
pomt within forty five mmutes 

Operation— We use the usual collar mcibion but a little 
higher than the level at which we formerly made our incision 
with the skin flaps retracted both upward and downward Our 
muscle flaps are laid back on each side This gives an adequate 
eiqiosure of our thyroid You will notice there 1 a large adencma 
of the nght lobe a somewhat smaller one involving the isthmus 
and the left lobe In the removal of a thyroid considerable 
care is taken to have bemo tats on all vessel before they are 
cut and avoid a much as possible traction on the thyroid for 
fear that by such traction we mav injure the recurrent larynt,eal 
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nerve by making traction thereon or bv pinching it with a hemo 
stat With the adenomatous portion of the th>roid removed 
one proceeds to ligate each point before the hemostat is released 

\Vhere one has done a previous ligation of the superior thyroid 
one expects some difficulty m freeing the upper pole of the gland 
With all bleeding points h^^ated we proceed to the suturing of 
our muscle flaps 

We always use drainage in the cavity from which each lobe 
has been remov ed This drainage is usually brought out through 
a stab w ound just above the suprasternal notch We close 
our wound with catgut suture material A hberal dressing is 
now applied 

The anesthetist assures me that there has been but little 
increase m the pulse rate and the blood pressure has been well 
sust lined throughout the operation Wc feel quite certain that 
this patient wall not show as much storm following this opera 
tvon as she did following the hgation 




CHOLECYSTECTOMY FOLLOWING ACUTE RUPTURE OF 
GALLBLADDER WHICH OCCURRED TWO MONTHS 
AGO 

lso^^ our third case is again a second stage operation but 
this time a gall bladder instead of a goiter Mrs Hester I 
aged fifty two white a housewife the mother of 9 children 
Early History — The usual children s diseases othennse un 
important 

Personal History — Menstruated first at the age of thirteen 
regular and normal married at the age of twenty the mother 
of 9 children the youngest now ten years of age 

Present History — For past eight years has had repeated 
attacks of stomach trouble and more or less continuous in 
digestion No attacks of sc\ere coUcky pain until a few weeks 
ago when about 10 o clock one forenoon she w as ceased suddenly 
with a very se\ ere pain in the abdomen most se\ ere m the upper 
nght quadrant She was compelled to he down at once and 
vomited ivithin less than one hour from the onset of the pain 
Her famiH doctor was called who washed out her stomach 
had her given an enema each without relief He ga\e her \ 
gram of morphin by hypodermic with but slight relief and 
later in the afternoon repeated the hypodermic with but little 
benefit She was remoied to the hospital that same eienmg 
where I examined her for the first time She had a rapid pulse 
also coraplamed of considerable pain abdomen tender oxer cn 
tire extent and \ery ngid no gas distention her white count 
16 600 red cells 6 000 000 She was diagnosed as an acute 
gall bladder wath the begmmng of general peritonitis Her con 
diUon was such that it was not deemed safe to give her a general 
anesthetic and she was removed to the operating room where 
the abdomen was opened under a local anesthetic 

On opening the peritoneum which was opened through an 
upper right rectus incision there w as an escape of quite a quantitv 
of bile si amed fluid This was re dlv more than bile stained It 
voi. 3— ic6 i6Si 
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ga\e one the impression of beu^ about one half bile and one 
half pentoneal fluid On examinuig the gall bladder it had 
ruptured near the fundus on the under surface and had been 
draimng into the pentoneal cavi^ The gall bladder contained 
one large stone which was removed a drainage tube introduced 
into the j^all bladder and sutured there A second wick tube 
into nght flank beneath gallbladder A third rather large 
cigarette dram to bottom of pielvis Abdomen closed and pa 
tient returned to bed 

She was quite sick for a penod of three da>s during which 
time there was a very free draining from the pentoneal cavity 
She gradual!) unproved and left the hospital on the nmeteenth 
da> folloivmg operation She was told that it would probably 
be necessary for her to return to have the gall bladder removed 
She re entered the hospital two days ago abdomen soft but 
still complaining of her indigestion 

Physical Exammatioo —Her physical examination and her 
laboratory examination were both negative except for a few 
white blood cells m the unne We expect at tbs time to re 
move the gall bladder 

Operation — \\ e will reopen the nght rectus upper abdominal 
masion On openmg the pentoneuro we encounter at once 
numerous adhesions The fundus of the gall bladder is easily 
identifled and the entire j,aU bladder stripped free from its 
many adhesions rather easily It has been our practice usually 
to remove the gall bladder from within out consequently we 
will first identify our cy stic duct clamp it and ligate reasonably 
dose to the common duct After cutting the cystic duct be 
tween the hemostat and the ligature the cystic artery is easily 
ligated ith the cystic duct and artery cut the loner end of 
the gall bladder is free and one can easily stnp it from its bed 
leaving enough of the serous coat on either side that it can be 
sutured across the bed formerly occupied by the gall bladder 
^\e have never experienced any difficulty with a sharp kmfe 
separatmg this serous coat and unless the gall bladder is v ery 
much distended we never a pirate its contents for it has been 
our expenence with gall bladder moderately distended one can 
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dissect it more readily from its bed WTien the inner tvro-thirds 
to three fourths has been dissected free Tve then begin to suture 
the serous coat across the bed of the gall bladder Beguinmg 
at the stump of the cystic duct which is first buned then the 
free edges of the serous coat are drawn across with a running 
suture With the gall bladder remo\ ed w e will introduce a 
agarette dram because of the presence m this field of a rather 
recent mfection We do e the abdomen m lay ers about the dram 

We ha\ e liked to think m gall bladder surgery of the gall 
bladder itself being the seat of the disease and con equently 
it has been our practice to remo\e the gall bladder unless there 
is some particular reason for not removing it With an acute 
gall bladder such as this v, as at the pre\ious operation we would 
of course never consider a diolecystectomy WTien Evarts 
Graham published his article calhng attention to the fact that 
meases of cholecystitis one m\anably had assooated cholangitis 
he did much to dear up our thinking m the surgical pathology 
of this region 

It IS to this fact to which Evarts Graham has called our atten 
tion that many of our poor results can be attributed I think 
all wall agree that we have too many of these gall bladder cases 
contmumg to have symptoms following the operation It is my 
feelmg that by giving more consideration to the assoaated cholan 
gitis and hepatitis that one will increase his percentage of actual 
cures and it has been a question whether we should not adopt as 
a rule common duct drainage m all of our cases of cholecystitis 
I am mdined to believ e that it is the logical thing to do although 
we did not do it m this ca*.e In the after treatment of the^ 
cases the internist should not be o\ crlooked for he feels that he 
can do much by proper dietetic regulation and proper mcrcasmg 
of fluid intake toward establishing a free biliary drainage If 
his contention is correct his program v^ ill help \ erv materially 
in deanng up the cholangitis 
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CALCULI IN THE KIDNEY AND URETER DUGNOSIS 
AND TREATMENT 

The Cases Which Are To Be Presented Demonstrate Calculi 
m Different Portions of the Kidney and Ureter The Methods 
of Diagnosmg and Locating These Calculi m Their Different 
Positions A Discussion as to Whether They Should Be Re- 
moved by Operation or Whether the Patient Should Be Allowed 
to Pass Them The Different Types of Operation Employed m 
Their Removal 

CALCULI m THE KIDNEY 

Case I — G S M male aged fort) two farmer Was first 
seen on January 21 1920 at which time he complained of pam 
in the right side and passing blood and stones m the unne The 
family history and past bislorv were negative Present illness 
began tw entj years ago \l this lime the patient began hav mg 
cramps in his abdomen often accompanied b> vomiting These 
attacks would comt on at intervals of from two to three months 
Later on he went as long as eight years without an ittack I he 
pam at first w ould appear on both sides but was especially sev cre 
on the nght The pam radiated into right groin anti Itsticlc 
Three > ears ago the patient passed blood m the urmt for Iht first 
tunc dunng one of the«c attacks of right sided p un ! his w is 
accompanied bv burning and frequent urination and lie pisstd 
two stones Siv months ago tiunng anollitr attack liepissul'i 
stone 

Ph\sxcal LxamviaUon I alien! vv is a well nourldi(<! inin, 
mucous membranes gtMKl color Heart uni lunjs luj dive 
\bdomcn negative 1 xtcmal genitalia ntf itivt Rcctalixam 

ifSl 
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iQation revealed a slight dironic prcKtatitis and seminal vesiculi 
tis Unne examination Color jdlow reaction aad specific 
gravity not obtained sugar negative dlbumm negative On 
microscopic exammation a feu red blood cells v, ere found 

C^sioscoptc Exannnalton — ^Residual unne none bladder 
capacity 240 c r Cystoscope entered with ease Study of the 
prostatic onfice showed no cleft antenorlj no intravesical en 
largemuit of either lateral lobe of the prostate "Median portion 
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of prostate was elevated above the tngone in the form of a 
slightly rounded median bar Bladder wall showed much 
trabeculation and there was aLo slight mjection of the vessels 
of the mucosa Tngone was normal m appearance as were both 
ureteral orifices No cellules diverticula or calcuh present no 
tumors seen 

Ureteral Catheten ation — A No 6 catheter passed up to 
pelvis of both kidnej s with ease Unne from nght kidnej con 
tamed red blood cells epithelial cdls no bactena that from the 
left kidney showed red blood cdls +4- epithehal cells no bac 
tena Six mg of phthalem were given intravenously Appear 
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ance tune on the right side se\ en minutes and on the left side 
SIX minutes In one half hour lo- per cent as secreted b> the 
right kidne> and 15 per cent by the left 15 per cent thorium 
solution u as then allov, ed to flow mto the pehns of either kidne> 
and ureter bi graMty and p>elograms made Plain Roentgen 
rays of both kidnej s w ere entirelj negativ e except for a shadow 
m the upper pole of right kidne> (Fig 788) Pyelograms show ed 
bilateral enlargement of both peHes The shadow seen previ 
ously in the plain Roentgen ray seemed apparently to he m the 
region of the upper median minor calix on the right side (Pig 789) 


1 


Ji 

Fig 789 — Right pyclogram Case I showing diWted pelvis and caUces 
shadow of calculus m upper median minor cahx 

Impression Nephrolithiasis nght 

Reasons for Operation — ^Stone seemed rather large to be 
passed spontaneously and the patient was havmg more or less 
contmuous pam If the stone had been smaller it might ha\e 
been w ell to w ait and allow the patient to pass it m \aew of the 
fact that the urine was not mfcctcd The condition had been 
present such a long time it w as feared infection might occur at an\ 
time 

Operation — Jscphrohlhotomy nght After making a semi 
lunar incision extending from abo\e and behind the tip of the 






i688 


J £D\\ASD BURNS 


twelfth nb around the costal margin for a distance of about IS cm 
and dividing the fat and fasaa and muscles b> sharp dissection 
the lumbar triangle was exposed and pierced bj a blunt clamp 
Thi opening was then enlarged and the kidne\ exposed with 
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difficultj owing to the numerous adhesions which had to be 
bgated and divided The Lidn^ was normal in appearance and 
consistency and was delivered into the wound with difficulty 
owing to the shortness of thepedide The stone was then located 
by measunng on the plain Roentgen ray plate the distance of 
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the shadow from the upper pole and also from the convex 
border A probe was then inserted perpendicularly through the 
cortex at the intersection of these two lines This operung was 
enlarged by a clamp and the stone remo\ ed 



Tig 791 — Showing measurement of distance of shndo of calculus from 
convex border of kidney 

This method of locating stones through the cortex has been 
previously described * and found to be extremely u eful where 
stones cannot be palpated (Figs 790-793) 

It has been found experimentally much better to tear the 
cortex of the kidney with a blunt instrument such os a clamp 
rather than cut it with a kmfc bccau'se there is Ic s bleeding and 
le^s scar tissue formation m healing 
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The stone removed w^s dark gray m color and measured 
about 1 \ X 1 cm It had a smooth surface and was very 
hard 

The nephrotomy wotmd was dosed by a mattress suture of 
chromic gut care being taken not to tie this suture too tightly 
0 as not to ( ause destruebon of renal parenchy ma The kidn^ 
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w as then returned to its bed a rubber tube dram passed down to 
the nephrotomy wound one c^arette dram to the upper pole of 
the kidnev and another down behmd the hidney The wound 
was closed m layers and the usual dtessmgs apphed The 
patient left the table m good condition The agarette drams 
were remo\ed in thirty six hours and the rubber tube in ten 
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dajs The patients con\ ale cence was une\entful He was 
discharged from the ho'^pital m three w eeks 



Fig 793 -“Showing method of probing for calculus 

Case n — B L male aged thirt> eight farmer Com 
plained of pain in right side which radiated to the nght groin and 
testicle He also had pam m the bladder and frequenej of 
urination Familj hlsto^^ and past history were negati\e 
Present illness began twentj jears ago At that time patient 
first noticed bummg and pain on urination he did not pass an\ 
blood This pain radiated from the bladder to the end of the 
penis and had graduallj gotten worse There was also marked 
frequenc\ and urgcnc> of urmation The patient was giNcn 
bladder irrigations of bone solution which seemed to mcrea'« 
tlu, pam Two j cars later the patient said tlic pain in the right 
side began which radiated to the nght testicle at times Patient 
said there had been some blood m his urine e% cr since the bladder 
irrigations At first the pam m the nght side would come on at 
intcr\ali. of one month or six weeks but the pain had graduall} 
increa cd m «:c^erlt^ and the intcr\aU had become shorter 
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For the past >ear the pam had been constant times the 
patient said he could hold his unne as long as from one to two 
hours but there were inter\ak when he found it necessary to 
void everj few minutes For the past three weeks the burning 
on urination had been \ er> sev ere and the urine w as \ erj cloudy 
On standing it became jell> hke m consistency The patient 
had been given morphm for the past eighteen >ear5 Latelj 
the pam in the bladder and the urgency and frequenev of urma 
tion had been much more marked while the pam in the rcoion of 
thekidnej wasnotsosevere 

Physical Examination — Patient was a poorl> noun hed man 
mucous membranes pale Heart and lungs negativ e Abdomen 
flat neither kidnej palpable m the upnght posture No ma ses 
made out There was tenderness beginning m the left flank near 
the mainnullar> Ime and extending well around to the back 
There was also tenderness at the right costovertebral angle and 
in the rij^ht lumbar region and suprapubically on deep palpation 
Pxternal gemtalia negative 

Urine Examination -Color jellow cIoud> reaction neutral 
specific gravity not oblamed sugar negative albumin 3+ 
microscopic examination white blo^ cells + + red blood cells 
baalli and cocci Total phthalem output was 40 per cent for 
the first hour and 10 per cent for the second hour 

Cystoscopic Examination — Patient s bladder was so extremely 
irritable that this had to be done under gas anesthesia Residual 
unne and bladder capacity not obtained C>stoscope entered 
wuth ease Studj of prostatic onfice showed no cleft anteriorlj 
no mtravesical enlargement of either lateral lobe of the prostate 
no elevation of the median portion of the prostate above the 
trigone Trigone was reddened and edematous both ureteral 
ridges Were hjpertrophied Left ureteral onfice was normal m 
appearance Right ureteral onfice was reddened and edematous 
and on bemg watched verj doudj urine was seen coromg from 
It Bladder wall throughout was faulj normal m appearance 
Iso cellules diverticula or calcub present no tumors seen 

Ureteral Cafhelert ation —A No 6 catheter passed to pelvis of 
left kidnev with ease Attempts to pass a catheter up the right 
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ureter ere unsuccessful I, nne from left kidne\ show ed a few 
red blood cells epithelial cells nobactena Sis rag of phthalem 
gi\ en mtrav enouslj appearance time on the left side sus minutes 
and m a half hour Sa per cent was excreted b% thi:> Lidne% 
T^ans^ e icall} at the end of a half hour onlv a trace w as found 
Plain Roentgen ra\ of kidnos showed no shadow in the region 
of either Lidnev nor of either ureter Roentgen ra> of bladder 
show ed no shadow m the region of the lower end of either ureter 
nor m the region of the bladder 

Impression Pjonephrosis nght A. nephrectom^ was ad 
\ised on account of the nght kidnc\ bemg badlj infected and 
functionle'S 

Operation — Right nephrectom\ A similar ina ion was 
made to that descnbed prc\iou«l> and the kidnej exposed with 
out difficult) There were some adhesions at the lower pole 
which were ligated and diMded The Udne\ was then deli\cred 
into the wound It seemed larger than normal \cr) soft and 
mu h^ in con istenc\ and pale m color In the peKis could be 
felt a ma s which was harder than the adjacent tissues The 
ureter below was thick and fibrous The ureter was caught 
bctwcenchmp and divided as low down as possible bothstump 
being cautcnzetl with carbohe aad The pedicle was then 
clamped with three clamps and after being ligated with two 
hgiturcs of \o 3 chromic gut was divided A rubber lube was 
placed down to the stump of the ureter and one agarette 
dram to the cavitv occupied bj the kidnc) The wound was 
closed m lavers ind the patient left the table in good condi 
tion 

Pallwlo^tc Report — On cction of the kidnev the pelvis was 
found to be greatlv dilated and there was a stneture at the 
uretcropclvic juncture Above this point there was a '^tone 
mei'surmg ^ x 1 x 1* c c Stone was grivi h m color -ioft and 
of 1 rough mulberrv tvpe The renal cahccs and pelvi were 
greatlv ilHitcd and full of flakes of pus and mucus Mucous 
membnne w is v erv much reddened and thickened and the calicos 
were moth eaten m appeannee Cortex w as greitlv thinned out 
am! showed a w ell marked pv clonephnti On microscopic exam 



1^94 J EDWARD BURNS 

ination the renal parenchjma showed varying grades of pye 
lonephritis The pelvic epithelium was greatly thickened and 
showed marked inflammatory reaction The patient made an 
une\entful convalescence and the wound healed per pnmatn 
e'fcept at the point of emergence of drains which healed by 
granulation The two agarette drams were removed m thirty 
SIX hours and the rubber tube m ten da>s Patient was dis 
charged from the hospital in three weeks having no unnary 
symptoms whate\ er and the urme bemg practically clear The 
patient gamed in weight markedly during his convalescence 
In this case the stone was not shown on plain Roentgen ray 
exammation as is true in about 15 per cent of the cases of renal 
and ureteral stones The opacity of a calculus to the Roentgen 
ray !& almost entirely due to its calaum content Although 
in this case the stone was m the pdvis it was impossible to cath 
etenze the right ureter hence a wax tipped catheter could not be 
passed to obtam a scratch In this case pyeloerams were not 
made for the reason that only the left kidney could be catheter 
ized and in such cases it is not desirable to take a chance of 
stirrmg up an> reaction in the only good kidne) This case 
was also one where the stone was assoaated with stricture in the 
upper ureter 

Case III— W J McC aged twenty eight Imeman for 
electnc compan> Complaint mcontinence of urme Family 
and past history negative Present lUne^s Fourteen months 
ago the patient was workmgon an dectncpole when he received 
a shock from the wires and fell fracturing his spme Smce that 
time the patient had been catheterized constantly because of 
urinary retention and had mcontmence of urine when he was 
not catheterized Patient stated he had never been able to void 
since the accident This patiait was referred to me from the 
Orthopedic Service of Doctor Trank D Dickson who performed 
a larrunectomy of the tenth and eleventh dor&al vertebr® and 
did a Stoffel operation on both obturator nerves, for spasticity 

Physical Examination — abentwas a rather poorly nounshed 
man mucous membranes pale Heart and lungs negative 
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Abdomen ncgativ e except for anesthesia of skin This anesthesia 
extended o\ er the whole Io\^ cr trunk and extremities There u as 
also spastic paralysis of lower extremities Fxtemal gemtalia 
negative Rectal examination Anal sphincter poor tone, other 
wise negatne Urine examination Color yellow reaction 
alkaline specific gravity 1010 sugar negative albumin faint 
trace Microscopic examination white blood cells -f bacilh 
and coca 

Impression Bladder paralysis due to spinal cord injurv 

Trcaiment — retention catheter was placed in the bladder 
and the patient was given daily bladder irngations of 1 15 000 
AgNOs the retention catheter being changed every third day 
The total phthalem output was 50 per cent for the first hour and 
20 per cent for the second hour In about a month the patient 
developed an epididymitis (right) and catheterization was done 
at intervals for a while After the epididymitis subsided the 
retention catheter was replaced and previous treatment re 
sumed 

The numerous attempts to make the urme acid w ere unsuc 
ccssful owing to the fact that every tune aad sodium phosphate 
or urolropm were given for any length of Ume the patient devel 
oped marked gastro-mtestinal symptoms and his general con 
dition did not seem to justify a continuance of the remedies In 
about a year he passed a small calculus on withdrawal of the 
retention catheter Shortly after that the patient developed 
pain in the left side of the abdomen this was dull and aching m 
character came on at intervals and was accompamed at times by 
nausea and vomiting The pam did not radiate probably due 
to the paraly sis 

Cvstobcopic examination at this time showed a bladder 
capacity of 450 cc Study of the proslatic orihcc showed no 
cleft anteriorly no intravesical enlargement of cither lateral lobe 
of the prostate Mednn portion of prostate was elevated above 
the tngonc in the form of a rounded median bar which was 
probably rclativ e owang to the bladder paraly sis 1 he tngone 
was reddened and edematous as was the left ureteral onfice 
Right ureteral orifice was normal in appearance The bladder 
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wall throughout show ed a nuld grade of cy stitis and w as trabecu 
lated No di\erticula nor calculi present no tumors seen 
Ureteral Calhelen aiion — A No 6 catheter was passed to 
the pelvis of both kidnej s with ease Urine from nght kidney 
showed epithelial cells and a few baalli Unne from left kidnej 
showed white blood cells few epithelial cells and numerous 
bacilh Six mg of phthalein were given intravenously Appear 
ance time was three and a half minutes on both sides In a half 



hour 25 per cent was secreted by the right kidney and 10 ptr 
cent by the left kidney 15 per cent thorium was then allowed 
to flow into the pehns of either kidnev by gravity and p> elograms 
were made 

Rain Roentgen ray of kidnt^s showed a shadow mthe region 
of the pelvis of the left kidney triangular m shape measuring 
about 5 \ 6 cc (Fig 794) The catheter passed over the 
shadow No other shadows were seen m the region of either 
kidney nor of either ureter Roentgen ray of bladder showed no 
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shadow s in the region of bladder nor the low er end of either ureter 
Pjelograms The left pehns was apparently completely filled 
by the stone Cahcea w ere normal Right py elogram showed 
normal peUns and calices and there was a normal ureteropelvic 
juncture on both sides (Fig /9o) 

Operalton — Left pyelolithotomy The usual kidney incision 
was made and the kidney dehvered into the wound with diffi 
culty owing to the numerous adhesions at both poles which were 
ligated and divided The posterior surface of the renal pelvis 



Fig 795 — Double p>elograin Cose III 


was tlien exposed and incision made in it about 1 cm m length 
A calculus was removed being the exact shape and mold 
of the pelvis and calicei. and measuring about 5x6x4^ cm 
The stone was roughened on the surface v\as verv hard and 
brownidi yellow m color Urclcnl catheter was then passed 
down to the bladder meeting with no ob truction The renal 
pclvas was irrigated with normal silt solution and explored with 
the finger I he inci ion m the pelv ib w as closed w ith interrupted 
sutures of fine catgut and the kidncv relumed to its position 
vox. 3—107 








One rubber tube was placed down to the line of sutures m the 
pelvis and one cigarette dram was placed in the neighborhood 
of either pole of the kidney The wall was then closed in layers 
and the patient left the table m good condition Postoperative 
treatment The patient was gi\en 1500 c c of salt solution sub 
cutaneously on return to the ward The cigarette drams were 
remo\ed m thirtj six hours On the second day after operation 
the patient had a temperature as high as 102 4 F and a r hi1] 
He was given another 1500 c c of saline solution subcutaneously 
and temperature gradually came down to normal Rubber tube 
was remo\ed on the tenth day Wound healed per pnmam 
except at pomt of emergence of tube and drams and the patient s 
general condition improxed \ery marledly after the operation 
The patient was discharged from the hospital m about two 
months stdl using his retention catheter 

This case 1 & repotted for various reasons In the hr t place 
after bladder paralj SIS if the patient is calheterieed he is usually 
mfected and cathetenzation has to be kept up \\ ith an alkahne 
urine stones \ ery frequently form m the presence of infection 
and these cases should be Roentgen rayed rather frequently 
With this fact m view The patient has recently been able to 
tolerate acid sodium phosphate and the unne has been made 
acid with the hope of axoidmg the formation of other stones 
The stone m the pelvis of the left kidne> had to be remo\ ed even 
though the other kidney was infected for fear of complete de 
struction of the left kidney Stones of this type are best removed 
through the peKas and not by means of a nephrotomy for in 
these patients it is \er) essential to do as httle harm to the re 
nai parenchj ma as possible 

Case IV — Mrs R C L aged twenty housewife Com 
plaint pain in nght side of back and passmg blood m the unne 
Family history and past history negatue except that the patient 
had pneumoma four years ago The present illness began m 
October 1922 At that time the patient had pam m the back 
on the nght side for about two days and passed blood in the urine 
This pam did not radiate to the grom In Januar> the patient 


CALCULI I\ THE KIDNEY AKD URETER I699 

had tv, o other attacks of pain m nght side of the back and passed 
blood in the urine Patient described the p iin as being dull and 
aching in character and bein^ relieved b^ lying down The 
patient said the pam was worse toward evening and liter eaer 
CISC and not accompanied by any urinary sy mptoms except the 
passing of blood 

Physical Examination — Patient was a well nourished young 
woman mucous membranes good color Heart and lungs nega 
Uve Abdomen negative Vaunal examination negative Urine 
examination Color pale yellow reaction alkaline specitic 
gravity 1022 sugar negative albumin negative Microscopic 
ally red blood cells + white blood cells few no bacteria 

Cysloscopic E^aniinalton — Cystoscope entered with ease 
Study of vesical orifice ^owed no abnormahtv Trigone was 
slightly reddened ureteral onfices normal m appearance Blad 
der mucous membrane normal No cellules diverticula or 
calculi present no tumors seen 

Ureteral Cathctcri alton — A No 6 catheter was passed to 
pelvis of nght kidney with case It was impossible to pass a 
larger catheter than a No 0 up the left ureter Urine from the 
nght kidney red blood cells epithelial cells no bacteria Unne 
from the loft kidney white blo^ cells occasional cpitheUal cells 
red blood cells + no bacteria Six mg of phthalem were gi\ en 
intravenously appearance time on the nght side seven and a 
half minutes and on the left side six minutes In a half hour 25 
per cent was secreted b> the nght kidney and 30 per cent by 
the left 15 per cent thorium solution was then allowed to flow 
into pelvis of cither kidney by gravaty and pyelograms made 
Plain Roentgen rav examination showed that outlines of both 
kidneys could be distinctly made out In the right kidnev just 
above the urctcropclvic juncture there was the shadow of a small 
stone which measured about I’ \ 1 c c (Fig 796) No shadows 
w ere «ccn in the region of the bladder nor the low er end of cither 
UTClet Pvolograms On the left side there was a small normal 
pclvas with normal cahccs In tlic nght side the pelvis was 
*;oniewhat dilated showing beginning hydronephrosis cahees 
were alvj beginning to be blunted (Fig <9/) 
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Impression Nephrolithiasis nght Reasons for operation 
were the fact that the stone was too large to be passed the be 
gmnmg of hydronephrosis and the pam in the back w as becommg 
rather constant causmg a, great deal of discomfort 

Operation — Pyelolithotomy nght The usual kidney m 
asion as descnbed abo\e was made The lumbar fasaa was 
pierced by a damp and the perirenal fat exposed The kidnej 
was exposed without difficulty and delivered into the wound 



F g 796 —Pi Roe tg a> C I\ 1 g t a g lar h d w f cal 

It wh h bo t p of the r t al cath t tfi ght d 

The stone could be readilj felt m the pcUas of the kidnej An 
incision about c c m lenHh was made m the renal pelvis and 
a small calculus measuring about 1 x2 \ ^ cc was remov ed 
The calculus was rou^hlj tnangular in shape covered wath 
picules mulberrj formation and brow msh m color A catheter 
was then passed down to bladder and finger mtroduced mto 
pelvis of kidnej for exploration but no other stones were found 
The w ound in the renal pelvas was d£»ed b> interrupted sutures 
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of fine plain catgut a rubber tube placed down to the line of 
suture and the kidne> relumed to its bed One cigarette dram 
was placed down bj the side of the rubber tube and another to 
the low er pole of the kidneN The w ound w as closed by through 
and through sutures of siK er \nre and the skm b\ a contmuous 
suture of fine black silk The patient left the table m good con 
dition The patient s comalcsccnce was une\entful The two 
cigarette drains were remo\ed m fort\ eight hours the rubber 



Fig 797 — Double f>cIo ram Ca c It ho\ »ng tl latation of pelvis and 
cabecs 

tube removed in ten da>s There was no unnaiy drainage 
The patient left the hospital m three weeks the wound ha\mg 
healed per prsniav} except at the point of emergence of tubes 
and drams I he unne cKammation was ncgatise on discharge 
from the hospital 


URETERAL CALCULI 

Case V — r J I male a^,cdtwenU six m imger of a gram 
delator This patient was tir;t cen on October 1 2 1920 when 
he complained of pain in nglit <iidc and pa<; mg blood m the 
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unne family history and past history were negative Present 
illness began four years ago at which time patient had pain m 
his back on the right side which did not radiate and passed blood 
in his unne This attack lasted only a few da>s He had a 
slight pain in his back at tunes until September 191h when he 
had two severe attacks of pain m the right side which radiated 
to the right groin and testicle There was no retraction of the 
testicle and there was no blood in the urme at that time The 
pam was so severe that the patient had to have morphm for its 
rebef The attack was accompanied by frequency of urination 
and there was also burmng on urination at tunes In October 
1919 the patient had another atta<d> Smee this time he has 
had two similar ones and at the tune of the last attack the 
patient was operated upon for appendiatis Each of these 
attacks was accompanied by nausea and vomiting The patient 
did not have chills and fe\er In August the patient had another 
attack the pam bemg the most severe he bad bad He had 
passed no blood smee the first attack and had never passed any 
stones For the past month he had found it necessary to get up 
once a night to urinate There were no other urinary symp 
toms 

Physical ZxaminaUon — Patient was a well nourished young 
mdn mucous membranes good color Heart and lungs negativ e 
Abdomen negative e'seept for a car at the site of appendectomy 
External gemtalia negative Rectal exaimnation revealed a 
slight chronic prostatitis and seminal vesiculitis Urme exam 
ination Color pale yellow reaction aad specific gravity 10^2 
sugar negative albumm negative Microscopically occasional 
red blood cell no bacteria Prostatic secretion white blood 
cells 5 per cent spermatozoa 0 lethicm + compound granu 
lar few corpora amylacea 0 qiithelial cells few Total phthal 
em test First hour 45 per cent second hour ’’O per cent 

Cystoscopic Examination —Residual urme 0 Bladder capac 
itvllOcc Cystoscope entered with ease Study of the pros 
tatic orifice showed no cleft anteriorly no mtravesical enlarge 
ment of either lateral lobe of the prostate no elev ation of median 
portion of prostate above the tngone Trigone was somewhat 
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edematous both ureteral orifices were edematous, particularlj 
the right which w as crater like m appearance The bladder wall 
show ed a moderate grade of cjstitis No cellules diverticula, nor 
calcuh present no tumors sem 

Ureteral Catheteri alion — A No 7 catheter passed to pelvis 
of left kidnej but on the right side it could be passed for only 



Fig 798 — Double pyelogram Case V shoeing shadow of calculus on 
the right side ^ h ch is below the transverse process of the fifth lumbar 
vertebra also dilatation of the right ureter 


half the distance Unne from nght kidnc> show ed an occasional 
white blood cell red blood cells + occasional baallus Unne 
from the left side show cd red blood cells + d* + no bacteria 
epithelial cells Six mg of phthalem were given intrav enouslj 
The appearance time on the nght side w as fiv e mmutes and on 
the left side si\ mmutes In a half hour 23 per cent wassecreted 
bv nght kidnc> and 30 per cent bj the left kidnej ax 
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tipped catheter passed up nght ureter met with obstruction 
about half uaj up and on withdrawal showed a definite scratch 
P> elograms Outbne of pelvis of left kidney w as entuelj normal 
no shadows seen m the region of this kidney or ureter Outlme 
of pelvis of right kidnei showed dight blunting of the cahces, and 
dilatation of pehns and ureter down to the transverse process of 
the fifth lumbar vertebra At this point there %\ as the shadow of 
a stone (Fig 798) No shadows were seen m the region of the 
bladder nor in the lower end of either ureter 

Impression Calculus m left ureter at the lev el of the trans 
verse proce of the fifth lumbar vertebra Reasons for opera 
lion w ere that the stone was too large to be passed that infection 
was present and that there was beginning h> dronephrosis and 
h> dro ureter 

Operolion -—Ureterolithotomy right 1 he patient was placed 
on laparotomy table cleaned up m the usual manner and m 
cision made beginning above and to the outer side of the antero 
supenor spme of the ileum and extuiding parallel to Poupart % 
ligament to about its middle ^n exaggerated McBurnev m 
asion was made and the peritoneum was pushed toward the 
midlme the ureter bemg readiH exposed a catheter having been 
introduced into it before the operation was begun The ureter 
was found to be greatU thickened measuring about U cm m 
dumeter It was delivered into the wound and the calculus 
readily palpated Inci ion was made over it and a roughened 
mulberry calculus dark brown in color removed measuring 
1 \ P cm A wax tipped catheter was then pas&ed up to the 
pelvis of the kidney and no scritch obtained There were no 
stones below as the catheter had never met any obstruction 
in passmg until the time the calculus remov cd was encountered 
The wall of the ureter was united by three interrupted sutures of 
plam catgut A rubber tube and agarette dram were placed 
dovro to the masion Abdommal wall was closed m the usual 
manner in lay ers usual dressings applied and patient left the 
table in good condition 

The patient s convalescence was uneventful The cigarette 
dram was removed in thirty six hours the rubber tube m ten 



CALCULI IN THE UDSE^ AND URETER 


1705 


da)S There Avas no unnary drainage On discharge from the 
hospital v.ound had healed per prtmam except at the point of 
emergence of tube and dram and this had granulated v. ell No 
areas of induration nor tenderness m the scar 1 he patient could 
hold his unne as long as fixe hours There was no d}suna 
Urme \ Old ed m three glasses glasses one two and three clear 
Urme examination was negitixt except for the presence of an 
occasional red blood cell 

Case VI — Mrs O G aged thirty nine housewife Patient 
was first seen August 1 1921 complaining of pain m the left side 
Family history and past history were negatix e except for the fact 
that in March 1908 the patient had had a pelvic abscess w hich 
was onened and drained through the cul dc sac This w as again 
opened and drained in June 1908 

Present illness began fixe years ago smee which time pabent 
had had x\hat she called lumbago On June 1st the patient went 
to bed XVI th a ner\ ous breakdow n and for about three w eeks had 
a severe pam in the left side and back which radiated to the 
groin Pam was relieved bv morphm and xxas accompanied by 
nausea and vomiting and abdominal pain On July 2d patient 
had a severe chill and elevation of temperature Three days 
later patient had another chill and elevation of temperature 
I atient had had two attacks of pam since the first which were 
Similar m character She had had an elex ation of temperature 
about once a xveek After an attadk of pain patient had some 
frequency of urination and burning on urination She had the 
last attack of pam about ten day s before since which time her 
temperature had gradually come down to normal 

Physical ExaminaUott — Patient was a xvell nourished some 
what anemic looking woman mucous membranes fair color 
Heart and lungs negatix c Blood pressure 110 ox er 90 Abdo 
men negatix e \ agmal cxammation Patient had some relaxa 
lion of X agmal outlet there xx as a '^hqht leukorrhe il discharge 
present Vaginal orifice readily admitted two fmt,ers there was 
no tenderness m the lateral fomiccb Uterus was anteflexed but 
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Structure Aftt r the shadow is seen the ne-^t important thmg 
IS to ditenrnne whether it lies outside or within the urmarj tract 
The shadows outside the urmarj tract most commonly confused 
•with those of calculi are the shadows of phlebohths m the pelvi 
and also tho e due to intestinal contents The use of opaque 
ureteral catheters shifDng of the Roentgen ra> tube and mak 
ing double exposure on the same plate as advised by Kretsch 
net and the making of pyelograms and ureterograms are the 
means wc have to demonstrate whether or not the shadow lies 
within the urinary tract Another most important aid is the use 
of the wax tipped catheter AVhen a definite scratch is obtained 
on this it Is proof positive evidence that the stone lies within the 
ureter or pelvis of the \ idney The shadows of calculi which are 
not een m the plain roentgenogram are often brought out \ et> 
distmclW in the pyelogtam or ureterogram These shadows are 
generally een then because the medium used in making the pve 
logram or ureterogram i more opaque to the Ro» ntgen ra> than 
IS the calculus itself Hence the outline is made out as a le s 
opaque area Thi has been found to be true m the use of 
thorium solution as a pvelographic medium Pyelograms are 
al 0 u eful in howang the amount of damage being done to the 
kidnev and ureter bv the degree of dilatation of the renal pelvis 
and the ureter In the case of ureteral stones the dilatation of 
the ureter dow n to the point of obstruction often definitely locates 
the position of the stone The p)elOj,rajn also shows whether 
the calculus lies m the peUns calices or m the renal cortex 
Great care should be used in making pjelogram'j For instance 
m Case 11 it had been demonstrated that the infected kidnev was 
useless and it was therefore thought unnecessary to take a dian e 
of stirring up a reaction m the good kidney by makmg double 
pyelograms ^Yhenc^t^ there is any doubt about the draining 
off of the pvelographic medium from the pelns of the kidney the 
catheter should alw ays be left m place until it is felt that this has 
been accomplished If both kidneys are badly infected and there 
IS marked diminution in the phthalem output on both sides a 
py dOoram should only be attempted on one side at a time * Or 
dmanly there is v ery little if any reaction m making py elo^rams 
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if care is used m the selection of pj elographic medium and if the 
condition of the kidneys determined previouslj is found to be 
good Thorium solution has been m constant use at the Brad> 
Urological Institute of the Johns Hopkins Hospital e\ er smce its 
introduction in 1915 * There ha\e been practicall) no untoward 
effects from its use * * * The solutions of the lodids introduced 
b) Cameron^ for this purpose are also \ery excellent Jn making 
pyelograms the solution should always be allowed to flow into 
the renal pelvis and ureter by gravity and not forced in b> means 
of a syringe for it has been showm expenmentally that it is im 
possible to determine b> the sense of touch how much pressure 
IS necessary to fill the renal pelvis and avoid forcing the solution 
out into the renal parenchyma 

TREATMENT 

After a posiU\e diagnosis of calculus m the upper urinarj 
tract has been made the question arises as to whether the patient 
should be allowed to pass the stone or whether there should be 
immediate operative interference for its removal A fairly large 
number of these calculi will be passed eilhc r spontaneously or 
after treatment and lately there has been a great trend tow ard 
conservatism in the treatment of these cases If the calculus is 
small enough to pass and the kidnej function on the affected side 
IS good and no infection is present non operativ e treatment 
should be invariably emplojed 

Stones too large to be passed should always be removed as 
soon as possible because of the possibility of the damage they ma> 
cause cspeaallj is this true where the stone 15 found m an onlj 
remaming kidney If however infection is present the stone 
should be removed as soon as possible no matter what its size 
because of the possibihtj of ascending infection and a consequent 
suppurative pyelonephritis which if allowed to go on may 
necessitate a nephrectomy Tor this reason the presence of in 
fcction and the size of the stone are the most important factors in 
dctermmmg whether the cose should receive operative or non 
operativ c treatment 

Non operative Treatment — Often after a simple ureteral 
\ot- j—ioS 
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catheterization the patient is entirely reliev ed of the pain because 
of the fact that the stone is so turned around as to allow drainage 
of the urine past it 

CASE vm 

Sometimes after this procedure the calculus is passed 
almost immediately Sometimes the injection of oil or the 
use of various agents to rdax the muscular coat of the ureter 
will aid in the passage of the stone If the stone lies in the mtra 
mural portion of the ureter or can be seen projecting into the 
bladder through the ureteral onfice fulguration of the orifice as 
demonstrated m the 2 cases quoted aho\ e is most effective for 
widemng the onfice and allowing the passage of the stone (Cases 
VII and Vni) In such cases the onfice may also be dilated by 
means of a ( arceau catheter or by a speaal dilator devised by 
Bransford Lewis and sometimes the stone may be grasped by 
forceps and withdrawn from the onfice Ureteral htnetures 
when associated with stones should always be dilated so as to 
prevent the formation of further stones 

Operatire Treatmeot — The type of operative procedure to 
be decided upon depends upon the size and location of the stone 
and the amount of impairment to the kidney already present 
In Case I although the calculus lay m one of the minor cahees 
and might have been removed through an incision m the pelvi 
it was deaded to locate it by the method desenbed above and 
remove it through the cortex If it had been remo\ed through 
an incision m the pd\is damage would ha\e been done to this 
portion of the kidae> due to mampulation on account of the 
location of the calculus whereas it was removed through a rather 
small nephrotomj woimd Should the calculus be large filhng 
the entire pelvis and calices it is sometimes necessary to remov e 
it by domg a nephrotom> However this is to be avoided if 
possible and the calculus removed through a p>elotom> Wound 
because m the first procedure there is alwajs more or less per 
manent damage to the renal parenchyma If as in the case of 
the calculus just described or m the case of numerous small 
calculi with a badly infected kidn^ which has very poor func 
bon or is functionless a nqjhrectomj should be done (Fig 799) 
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If the kidnej destruction has gone be> ond the point where re 
covery is possible and if the calculus alone be remo\ ed a neph 
rectomy may be necessarj later Therefore it is better to save 
the patient the second operation which is alwajs \erj difficult 
and dangerous Calculi m the pelvis should as a rule be re- 
mo\ ed through a p> elotomj wound as in Cases III and IV An 
important procedure in these cases is to place dramage down to 
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Fig 799 — Fbm Roentgra raj showing Iarg« calculus occupying the 
entire pelvis and extending into the catices. Unne from this kidney was 
badly infected the phthalem output greatly diminished Such a case 
would probably require a nephrectomy 

the line of sutures m the pel^^s These drams should alw aj s be 
left m place as long as there is an\ unnary dramage to pre\ ent 
the possibility of the formation of a pcnnephntic ab'^cess from 
estray asatmg urme After the calculus has been remoy ed the 
pelMS of the kidney hould alway s be e.Tplored with the examm 
mg finger to see that no pieces ire left It is also \ cry important 
to pass a wax tipped catheter down to the bladder to see that 
there are no remammg stones m the ureter 
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In the case, of ureteral calculi the type of operation decided 
upon depexuls upon the location of the calculus in the ureter If 
It lies m the upper third of the ureter the incision should be the 
same as for the closure of thehidnev while if it is in the middle 
or lower thirds of the ureter an CTa^erited WcBurney inci ion 
carried well out toward the anterosupenor spine of the ileum and 
parallel to Poupart s ligament will generally suffice for the proper 
exposure of the ureter Before any operation for a stone in the 
ureter is undertaken it is always well to have an immediate 
Roentgen rav examination to be sure that the calculu has not 
been passed and also to be sure that it is m the same location as 
at the last examination and has not lipped back up into the 
pelvis of the kidney as sometimes occurs A \ et> good pro 
cedure to avoid delay m finding the ureter is to introduce a ure 
teral catheter into It before the operationis begun Thus when 
the peritoneum is pu hed toward the midline with the ureter 
adhering to its posterior surface the latter can be readily pal 
pated on account of the presence of the catheter within it After 
the calculus has been removed from the ureter the ureterotomy 
wound should be sutured together by interrupted sutures and a 
drainage tube placed down to the line of auture Here as in 
the case of the kidney the drainage should bt left m place as 
long as there is any uruiaty drainage and it is usually a safe rule 
to leave these drains in place for at least ten days after the ope 
ration whether any utmarv drainage 1 present or not 

SUMMARY 

In cases of mdefimte abdominal pam a thorough urologic 
examination should always be made for in this way many pa 
tients will be saved from unnecessary operations 

Conserv atism and the use of non operativ e treatment are 
always to be urged where the stone is small enough to be passed 
and no infection is pre ent 

The size of the stone and the presence of mfection are the 
deadmg factors in determining whether operativ e or non opera 
tiv e treatment is to be used 

The type of operation performed should always be deternuned 
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b> the size and location of the stone and the amount of infection 
present and it should be done with a \nev\ of causing the least 
possible danfage to the kidnej or ureter 
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INJURIES TO PERIPHERAL NERVES ASSOCIATED WITH 
FRACTURES 

E ^ish first to present 4 case^^ which illustrate the mjunes. 
which ma) occur to peripheral ner\es m conjunction with frac 
tures Industnal and war surger\ ha\e \erv clearl% demon 
strated that wherev er «e^ ere trauma to a part occurs the possi 
biht} of mjur} to peripheral ner\e» must be con idered This 
IS particularh true m fractures of the eTtremities 

Case I — aged fiAe Acars August 31 1922 patient 
fell on his right arm sustainmg a supracond>lar fracture of the 
right humerus Almost at once the region of the elbow became 
sw oUen and black this swellmg and discoloration extendmg down 
ward to the w nst The arm w as put up m the Jones position and 
plaster applied Within three or four daAS acute flexion of the 
fingers was noticed and attempts to straighten them caused great 
pam The cast was remo\ed m three weeks at which tune the 
fingers thumb and wnst were acuteU flexed and great pain was 
still complamed of when attemots were made to straighten them 
The patient also complained of numbne s m all the tmgers and 
there w as a large slough in the cubital space The extreme pam 
on attempt to straighten the fingers and wnst persisted for about 
a week or ten daj s after which time although the thumb fingers 
and wnst remained acuteK flexed no particular pam was noted 
^hen attempts were made to straighten them 

The patient on October 11 1922 «ix weeks after mjur> 
presented the followmg General examination of patient nega 
ti\e Examination of nght arm The musculature of the arm 
*719 
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show ed a moderate amount and the fore 
arm a marked degree of atrophy A scar 
of an old slough was noted in the cubital 
space The elbow was held in right 
angle flexion and had about 15 decrees 
of motion There was a large callous 
formation ivhich could be palpated about 
the low er end of the humerus and the 
internal condyle was unduly prominent 
(Fig SOO) 

The wnst thumb and fingers were 
strongly flexed and could not be extended 
to any extent even when considerable 
force was used (Fig 801) This seemed 
to be due to the contractions of the flexor 
tendons rather than to a paralysis of the 
extensors The palm of the hand was scaly 
and the end of the index finger slightly 
atrophied There was some atrophy of 
the thenar eminence Nails showed 
no marked changes Sensation was de 


/ t 






F g 801 — Th h d 
nd m be{ ope t 

N t th fle t c 
t d th I t f 
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pressed on the entire median and ulnar distribution to pm pncks 
and to belt and cold from the middle of the forearm do^\ n The 
diminished sensation ^\as distinctlj less marked o\ er the little and 
ulnar side of the nng finger which is the terminal sensor> dis 
tnbution of the ulnar nen e (Age and temperament of patient 
made it difficult to determme the e\act degree of sensory inter 
ference ) 

The \Vas<?ermann blood and unne tests were negative 



Fig 801 — A diagram of the elbow drawn at the t me of the operation Note 
the dim n shed size of the med ati nerve 

The nature of the injury together with the contracted flexor 
tendons and the interference with sensation chiefly imolving 
fhe median nerve distribution dearlj indicated an injurj to the 
median nerve of an irntati\e type rather than a division with 
the possibihtj of some mvolvement of the ulnar nerve Since 
this condition had existed for six weeks wathout an> improve- 
ment and with the graduillv increasing deformitj an explora 
tion of the median and ulnar nerves was indicated 

Operation was performed on October 18, 1922 The median 
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nerve was exposed by a 4-mch masion along the inner margin 
of the biceps tendon The nerve was found to be hooked around 
the distal end of the proximal fragment of the humerus and ^ as 
embedded in dense scar t ssue (Fig 802) 

The nene was dissected free and was found to be hard 
sclerotic and ver> much decreased m si^e for an extent of 4 
inches A neurohsis was done and the ner\e transplanted mto 
a groo\ e which was made in the bic^s muscle The ulnar ner\ e 
was then explored but showed no gross evidence of injury The 
bellies of the flexor muscles of the forearm which were exposed 
by the incision showed distinct flbrous degeneration The m 
Cl ion w as then closed bj layers The flexor tendons were still 
contracted under the anesthetic The wnst fingers and thumb 
were forcibly straightened and a palm ir plaster plint was 
apphed to hold them in the corrected position 

Within a few days following the operation there was an im 
provement m sensation m all fingers except the index The 
power of flexion and extension gradually returned and by De 
cember 9th the patient had fairly good control of the hand 
The splint was worn constantly for two months being changed 
from time to tune into more dorsal flexion as the flexor tendons 
relaxed The splint was removed several times each day for 
massage and exercise it is still being worn at night As you see 
the patient now he has practically normal movement of the 
hand with the exception of the mdex finger and this is improving 
The sensations art normal except the index finger where it is 
definitely depressed (Figs 803 804) 

In this case the nerve was injured through becommg caught 
by the proximal fragment at the time of injury In. this position 
the pre&sure on the nerve by the bone caused pnmanly imtation 
of the nerve with the contraction of the muscles supplied by it 
giving the flexion deformity at this time an attempt to extend 
the fingers was very painful Later degeneration of the nerve 
occurred and interference with its conductivity causing a loss of 
power in the contracted flexor muscles and interference with 
sensation at this tune attempt to straiohten the fingers did not 
cause pun There could be no possibility of recovery in this 



Fig 803 — Motion pictures of 
the patient after operation showing 
the flex on and e tens on at the wnst 


Fig 8(H — Motion pctureaidf the 
patient after operation show ng the 
flex on ami extension of the fingers 
and han ! 
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case unless the ner\e h'vd been frec<l The relief of pressure on 
thener\ebj remo\ mg it from its abnormal position and b\ doing 
a neurolysis allowed the ner\e fibers to regenerate and the con 
ductility to be restored The failure of the inder finger to keep 
pace with the test of the hand m recovers seemed to be due to a 
more ere degree of injurj to the fibers supplynng this member 

The stretching of the contracted tendons by the plaster splints 
was a very important part of the after treatment as we could 
not expect a return of function until the deformity due to these 
contractures had been ov ercome 

Case — "W N aged ten years On January 7 1923 the 
patient fell backward striking on the left hand and elbow In a 
very few minutes the parent noticed a great amount of swelling 
from the elbow to the middle third of the arm the skin being 
very blue and tense 

The arm was immediatelv a: raved and reported a supra 
condvlar fracture of the left humerus The neat morning the 
fracture was reduced under an anesthetic and put up in the Jones 
position Within av ery few hours after being put m acute flexion 
the patient complained of a (ingbng sensation and a numbness 
on the dorsal surface of the thumb Some ten days later the 
parent noticed a wrist drop but paid little attention to the de 
formity at that tune supposing it to be due to the position of 
the arm in the dressing At the end of three weeks the wrist 
drop was more pronounced and it was found that the little 
fellow could not extend the wnst finoers or thumb At the end 
of fiv e weeks the Jones position was abandoned and a cock up 
phnt was applied to the hand and was worn for three weeks 
without noticeable improvement The parents havnng noticed 
no change for the better m the condition and being discouraged 
with the treatment «iougJit consultation 

Examination made on March 2 1923 revealed the following 
General examination of patient negativ e Examination of left 
arm The elbow was held in right angle flexion and there was 
about 50 degrees of motion present There was a defimte wnst 
drop w ith absolutely no pow er in the extensors of the wnst The 
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proximal phalanges of the fingers 
could be extended movement 
being accomplished by the lum 
bricales and interossei muscles 
uhich are supplied bj the ulnar 
nerve (Fig 805) The sensation 
was normal except over the dor 
sal surface of the thumb (radial 
distnbution) where it was defi 
nitelj depressed and over this 
area tingling sensations were 
noted There were no trophic 
changes of the skin or nails 
The Wassermann other blood 
tests and unne examination 
were negative The x ray taken 
at this time show ed a perfectlj 
reduced supracondylar fracture 
of the left humerus with verv 
little callous formation 

The character of the injurj 
together with a paral> sis of the 
extensor muscles of the wnst 
fingers and thumb (postenor in 
tero&seus nerve) and intcrfer 
ence with sensation ov er the dor 
sum. of the thumb (radial) indi 
cated an injury to the musculo 
spiral nerve (radial) above its 
division mto the postenor inter 
osseus and radnl Exploration 
of the musculospiral nerv e at the 
point of fracture was advised 
Operation w as performed on 
^larch 3 1923 The musculo 
spiral nerve w as exposed through 
4 inch incision over the inter 



Fig 80j — The hand and arm 
at the time of operation show mg the 
complete loss of extension of the 
wristan Ithedimin hedmo ■ements 
in thefngers 
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space between the braciualis anticus and the brachioiadiahs 
lije nerve was found to be embedded in dense scar tissue from 
the point of its division mto the posterior interosseus and radial 
upward for a distance of inches The nerve was sUmulated 
vnth a weaV current above the point of comprcbSion with no 
response m the muscles supplied demonstrating that there was 
interference with the conducimly of the nerve 

The nerve with considerable di£BcuUy was dissected free 
from the scar tissue when it was found to be hard sclerotic 
and very much dmumshed in size The sheath of the nerve was 
«.pbt and dissected free (neurolysis) This was over a distance 
as mentioned of 2* inches The nerve was then buned m the 
fibers of the brachiaUs anticus muscle and the wound closed by 
layers A. cock up splmt was applied with thumb completdy 
extended and abducted 

Two day later patient claimed that the thumb felt natural 
for the first time since shortly after the injury Withm ten days 
the patient was able to bold his finders in extension and sh^t 
contraction of the extensor muscles of the wnst could be Wt 
April 9th (thirty seven days after operation) as you see the 
patient he has complete return of function of the thumb about 
75 per cent of normal exten'or power m the fingers and about 
25 per cent return of power m the extensors of the wnst (Fjgs 
806 807) Sensations over the radial distribution ate normal 
Patient is stiH wearing cock up splmt 

At operation there was no evidence that the nerve had been 
injured b\ the fractured ends of the bones It was however 
completely surrounded and compressed by dense scar tissue 
which was responsible for the interference with its conductivity 
As the first symptoms of nerve involvement were noted forty 
eight hours after the injury smd the wrist drop came on even 
later w e are justified m as uming that the nerve injury w as a pro 
gressive one and due to pressure We believe that this pressure 
was due to the extravasation of blood and exudate following the 
injurv and that this pre^ ure was probably increased when the 
elbow w a'^ placed in acute flexion 

If we bear m mmd that ivcn severe hemorrhage and much 
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inflammatory exudate \>e can ha\e a tremendous increase m 
pressure within the deep fascia whidi encloses the extremit> in a 
complete fibrous envelope and if we remember also that the 
easily injured nerve trunks and fibers are exposed to this com 
pressing force it is rational to conclude that definite and e\ en 
permanent mjurj to the nerves may result This is what seems 
to ha\e happened in this case and what probablj happens to a 
minor degree in manj fractures This condition is much more 
likely to complicate fractures m the vicinitj of joints as here the 
ner\ e lies m closer proximity to the bone and is surrounded bj 
tendons and dense fibrous tissue which allow little room for 
expansion Later the replacement of the blood clot and exudate 
b> scar tissue brings about further permanent compression and 
continued interference with the conductivity of the nerve or 
nerv es inv oh ed While it u possible under such conditions that 
recov eiy m part of an involved nerve may occur it is certain that 
the recovery will be extremely slow and probably incomplete 
Operative interference after a reasonable time m such cases is 
clearly mdicated as it shortens the convalescence bv manv 
months and probably results m a far more complete recovery 

Casein — Mrs W aged sevent> years On Nov ember 10 
1919 patient fell forward on her right hand and forearm sustam 
mg a fracture of the right wrist Patient states that there was 
considerable swcllmg about the wrist and marked discoloration 
of the sTin X Raj plates taken at that time showed a typical 
Colies fracture of the right wnst with only shght displacements 
of the fragments and no impaction The fracture was reduced 
within a few hours of the mjuiy and treated on a straight board 
splmt for eight weeks without massage or manipulation When 
the splmt was removed the wnst was stiff pamful and the pa 
tient had practically no use of the hand She was then told to 
use the wrist which she attempted to do for sev eral weeks with 
no improvement of function and mcreasmg pam m the wrist 
which radiated into the fingers 

On January 27 1920 she consulted us and our exammaUon 
IS recorded as follows Patient was a very healthy mdividual for 
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her age revealing no positive general ph>sical findings of note 
The right wrist showed marked limitation of motion chiefly 
dorsal flexion All the phalangeal joints w ere stiff swollen and 
painful Passive movements of the wrist or finger joints caused 
the patient agonizing pain which originated m the wrist and shot 
upward into the forearm and down the hand mto the fingers, 
particularly noticed in the little and nng fingers Wule this 
pain was aggrav ated by motion patient stated that she had con 
stand pain da> and night The sensations over the hand and 
wnst were normal except a hyperesthesia of the httle and ring 
fingers which evidenced itself by severe shooting pains when 
these members were touched 

X Ra> taken at the time of this examination show cd a com 
plete reduction of the fracture in fact the reposition of the frag 
ments w as so good that it would have been difficult to diagnose a 
fracture if the onginal plates had not been av ailoblc 

It was thought best to observe this condition for a few weeks 
so the hand was put up m hvpcrcxtcnsion and heal and massage 
used daiij This treatment was continued until Mav 8 1920 a 
penod of fiv e months \nthout improvement but on the contrary 
increasing pain which was of an intense shooting character and 
was ehiefl) localized m the little and nng fingers and on the dor 
sum of the w nst 1 he patient staled that the pain w as constant 
and that she was getting no rest da> or mght As the patient 
had not been under verj do e ob ervation during the six weeks 
preceding another exammatjon was made 

The followang additional finding were noted at this time 
There was marked hvTicrcsthesia over the litlle and nng fingers 
Trophic changca, were noted m the nails of all fingers but not 
on the thumb The skin over the little and nn,, finger was 
smooth and presented a glared or glo^sv appearance (Fij, 80bJ 
rhtre was also ome sweatme, which was confined to the^e two 
fingers Sbght atrophv of the hvpcrthcnar eminence w a noticed 
The joints of the middle nng and little fingers w ere v erv stiff and 
were held m light flexion On attempt of movement of these 
fingers the pain was verv severe No mu cular paraU i v as 
found As the s>*mplom indicated omc involvement of the 
vot. 3 — ICO 
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ulnar nerve and probably of the median nerve also an e^lora 
tion of the nerves at the vvnst -was advised 

At operation on May 26th the ulnar nerve was exposed at 
the wnst and was found to be compressed bj a rather thick band 
of adhesions over an extent of about 1 inch These adhesions 
were dissected free and the nerve when isolated was found to 
be definitely diminished in diameter at thn. pomt The sheath 
was thickened and sclerotic A neuroljsis was done The me 
dian nerve was then mspected through the same masion and 
was also found to be compressed by a much smaller band of 
adhesions These were removed and a neurolysis of the con 



F g 80S — Sh wgthflxindfratynthca befepct 

stncted nerve was done The incision was closed by layers 
No splint was applied 

For three days following the operation the patient suffered 
intense pain throughout the entire hand and wrist This rapidly 
subsided and when seen m August two months later the patient 
was practically well There was no pain present over the old 
distribution but she did have an occasional shooting pam over 
the middle finger after prolonged use of the hand The motions 
of the wnst were practically normal The movements m all the 
fingers w ere good except some stiffness in the middle finger (Figs 
809 810) She was using her hand freely and stated that she 
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^as dom^ her own housework albo knitting and crocheting 
\\ hat bttle disabihtv remained in the hand might ell be con 
sidered no more than n ould be e-^ected from Colles fracture 
m a woman of this age 



Fig 809 — \fter operation The range of fle ton of the hand 


In the light of the symptoms and findings at operation nhat 
probably occurred m this case was the following At the Ume of 
the fracture there was a large extravasation of blood and lymph 
This was evidenced b> the severe svvellmg and discoloration of 
the skin and impressed the patient from the onset The arm 
was then treated on a flat splint for eight w ccks without motion 



F g 810 — After operation The range of extension of the hand 


The position and long immobdieation favored an accumulation of 
hemorrhage and exudate on the palmar surface of the wnst and 
around the region of the median and ulnar nerves As this 
exudate organized adhesions were formed about the«e Dcr\es 
'"The gradual contractions of these bands of fibrous tissue caused 
increased prc<^urc on the nerves and an irntation of the fibers. 





1732 IRANK r> DICKSON REX L DI\'ELr\ 

As a result chad the se\ etc radiating pain uhich is anajs asso 
ciated iMth pressure on a nerve or nerve trunk (causalgia) In 
this instance the pressure xias not severe enough to cause an 
uiterrupUon of the conductivity of the nerve hence no muscle 
paralv SIS resulted It was sufficient however to cause an irnta 
tion which expressed itself in pain and trophic disturbances as 
the shining skin localized sweating and changes in the appear 
<ince of the nails 

This case was vetj m trucUve to us as it emphasi ed a con 
dition commonly seen in war surgcr> where we have a distinct 
inv olvement of a nerv e in an injury wnthout muscle paralj sis 
This condition probably occurs m conjunction with fractures 
frequently but fortunately most of them recov er spontaneously 

Case IV — Mrs S aged twenty four y ears At the age of 
si\ years patient was struck on the right leg by a falling gate 
fracturing both bones of the leg at the junction of the middle 
and upper third Within an hour the entire upper half of the leg 
was markedly swollen and very blue Ao deformity of the foot 
or ankle was noticed at this time and it was thought that the 
injury w as totally confined to the upper part of the leg The 
family physician was immediately called he reducing the frac 
ture and placing lateral board splints on the leg At the end of 
nine davs the e w ere remov ed at which time several large press 
ure sorcb « ere found m the upper third of the leg on the supenor 
surface and on the sides These became infected and a great 
deal of purulent matenal exuded for the next week or ten days 
\\Tien the splints were removed patient says she noticed that the 
foot seemed to turn in and she did not hav e the muscular control 
of the foot that she should She gave no history however at 
that time of sensory disturbances other than to say that foot 
seemed numb and lifeless At that time she thought that the 
ankle had probably been dislocated in the acadent Without 
treatment other than rest and antiseptics to the pressure sores 
the fracture rapidly healed as also did the infected wounds and 
at the end of six weeks patient was told to walk but said she 
could not bear the weight of her body on this leg on account of 



INJURIES 10 PERIPHEIUU, NERVES 


1733 


f-Z'r'V^y; 

i.lW i 


the m\ersion and weakness m her foot and 
inUe She hobbled about for some months 
howe\er with the aid of a crutch afterwhich 
time a brace \\ as applied to hold the ankle and 
foot This she wore for tw eh e\ ears Dunng^ 
thepast sixjearspatienthasworn no support 
and she states that the inv ersion defomitj of 
the foot has been gradually {^rowing worse 
I TOmination of the patient on Ma\ 12th 
revealed a healthy young woman whose 
general and liboraton examinations were 




Fig till— Tic leg Fig S12— Thciray Fg SI3 —Note the ycno 
It the time of open of th s case nt ihc time leal oi tcroxMh 

ton hoNvinj; the le ofexamnition 
formiti nntl the lict 
of motion 
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essentiaU> negative She walked mth a limp and a rather 
marked equmovarus deformity was noted There were three 
rather large scars on the upper third of the nght leg the sites of 
the old pressure sores The upper third of the leg was about 
normal m size but from the junction of the middle and the upper 
third down the leg was very ^all and wothered and the foot was 
held m an equmovarus position (Fig 81 1) The penneal muscles 
were entirely paralj zed and no action could be obtained in the cy 
tensors of the toes or foot There was slight power m the flerors 
of the toes and a moderate amount of action m the gastrocnemius 
andsoleus Thehed tendon wasmarkedlycontracted Therewas 
little sensory disturbance on the skm of the leg or foot * Raj 
taken at this time showed a perfectly reduced fracture of the 
tibia and fibula at the junction of the middle and upper third 
About 2 inches below the site of the fracture on the tibia was 
noticed a calcareous deposit which looked \ er> much like a pen 
osteal outgrouth and extended antenorlj and laterally over a 
length of 3 inches (Figa 812 813) 

Considenng the history and the paraljsis below the pomt of 
fracture a dia<Tiosis of compressive trauma to the postenor and 
anterior tibial nerves was made and an exploration of these 
nerves was advised before considering an> work on correcting the 
deformity of the foot 

Operation (Maj 16th) A linear mcision was made on the 
outer side of the crest of the tibia (nght) extendmg from the 
level of the fracture down about 8 inches The antenor tibial 
muscle was so trophic that few fibers could be found The 
antenor tibial nerv e w as dissected out in the upper portion of the 
incision and was found to be normal m size and consistency The 
nerve was then followed down and gradually began to dimmish m 
diameter and its consistency became firm In the middle third 
the nerve turned abruptly inward and entered the bony growth 
which was noted on the rray jlatc This growth vras hard 
flaky and eemed to be attached to the tibia but could easily 
be shelled out with the handle of the scalpel (Fig 814) The 
nerve at this pomt was \ei> smallmdiameter and the bony flakes 
seemed to be mcorporated m the dieath With great difficulty 
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the ner\e V, as dissected out and followed on down Beloi\ this 
grow th the nerve was \ ery smaU in diameter and fiabbv m con 
sistenc) and dark in color The nerve was dis'^ected out 2 inches 
further, then after a neurolysis the ner\e was transplanted m 



the few rcmammg musde-fibcrs of the anterior libial The m 
cision was then dosed b> lajcrs 

An incision w as tiicn made m the midcalf from the junction of 
the middle and upper third running down 6 to 8 mche<; The 
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masion was earned down through the atrophic gastrocnemius 
and soleus muscles and the posterior tibial ner\ e dissected out 
As the nerve was follow ed down it diminished m sue and became 
\ery sclerotic and the sheath was thick and fibrotic Dense 
fibrous tissue en\ eloped the nerve just below the point of frac 
ture and for a distance of about 2 inches The nerve was dis 
sected free from this tissue and a neurolysis done The nerv e 
wds then transplanted into fibers of the postenor tibial mu eJe 
and the incision closed by layers 

Withm three days patient had i^preciablj more power in 
the flexors of the toes and the heel tendon was \ er> activ e It is 
ver> doubtful whether this patient will gam much from this 
operative procedure as the muscles of the interior leg were very 
atrophic We do however expect some regeneration of the 
muscles of the leg 

This patient is shown as an extreme case demonstrating 
what marked deformity can occur following an injury to a 
nerve or nerves resulting from a fracture The symptoms of 
nerv e injury came on verv earl> m thjs^ase eight days after the 
accident and if ihev had been recognized at that time it is 
almost certam that this young lad> would not have suffered this 
crippling deformit) The compressive trauma m this case was 
undoubtedly due to hemorrhag«* d the nerves were compressed 
below the site of the fracture The comprCbSion of the antenor 
tibidl was doubtless due to an organized periosteal blood clot 
which became calcified (Fjg 815^ 

Considering these 4 cases as tjpicaj of injuries which per 
iphtral nerves ma> suffer in assoaation with fractures there are 
evtral points they suggest which we might properly emphasize 
First Three ol the mjunes were in the neighborhood of a 
jomt the elbow in the first two Cases and the wrist m the third 
ca e Our expenence leads us to conclude that fractures near a 
jouit are more likely to be compUcated by nerve injuries than 
those along the shift of bones Tlie majority of nerve mjunes 
we have seen hav e been found m fractures about the elbow with 
Some very interesting ones assoaated with wnst fractures 

^Vhen we recall that the lar^e nmes and artenal trunks he 
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m closer proximity to the boneb 
m the joint region than thqr 
do along the shaft (except the 
musculospiral) that fractures m 
the region of joints are usually 
due to direct and sev ere trauma 
and that here the nerve and 
arterial trunks are surrounded 
b> compact and firm tendons 
structures nhich do not per 
mit of much expansion in the 
presence of a large hemorrhage 
and exudate ne have a rational 
explanation of the compres<ii\e 
injury which may occur 

Second How long should 
nc wait before exploring nerves 
which have been injured m con 
junction with fractures^ While 
we do not advocate the ruthlesb 
exploration of every fracture 
which IS accompanied b> signs 
of nerve injurj as man> of the 
mild cases recover spontane 
ouslv we do believe that there 
has been too much tendenej to 
tollovv a wailing pohev m sudi 
ca c as >ou will note in Cases 
III and XV In. Ca*^ III the 
w Oman w as allow cd to undergo a 
great deal of pam ncctHcsslv for 
obscrv ition and we have now 
come to the conclusion (this be- 
ing one of OUT lirst ca cs.) that 



Fk S15 — Patient aher opera 
t on Tic ilclorm t> r t the foot was 
corrected 


the waiting pohev is needless 
after a dclmitc diagnosis is 
made It cenis. rational that given a fracture with definite 
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signs of ner\e involvement of such a character as to cause dis 
tmct interference with the function of the part or to cause 
severe pam a month or two at the outside is all the time that 
should be allowed to elapse before exploring the nerve unless 
there has been verj definite signs of improvement If there has 
been a real mjury to the nerve there is nothing to be gamed by 
procrastmation delaj will only allow of a more extensive de 
generation of a nerve and trophic changes m the muscles with 
a very prolonged and probably permanent disabihty If suffi 
aent pathology is not found to reqmre neurolysis or nerve suture 
no harm has been done and definite assurance can be given the 
patient of his ultimate recovery 

Third The economic importance of peripheral nerve in 
Junes with fractures is great If the nerv e lesion is overlooked 
an mjury which properly treated should mcapacitate only a few 
months may result m many months of disabihty and perhaps a 
permanent one One hesitates to estimate the amount of money 
expended each y ear m compensation and medical care m cases 
where nerve injunes have been overlooked Too often the 
attendmg phvsi lan focuses hts attention upon the displacement 
of the fractured bones and their anatomic reposition as shown by 
the X ray In domg this he fails to carefully ex amin e the m 
jured part for associated nerveinjunes with the result that when 
the dressings are removed he finds an impaired extremity with 
months of treatment and probably operative interference neces 
sary before a useful part can be secured 

Let u then get accustomed to looking at a fractured ex 
trermty as an mjured part which is made up of muscles blood 
ve sels and nerv es as well as bone and to treat it not to get an 
anatomic reposition of the fracture but to get a good function 
mg member 



AN OPERATION FOR THE RELIEF OF ANKYLOSIS OF 
THE HIP JOINT 


Miss C aged thirt> four years This patient pre^^ented her 
self for an examination to ascertain whether she could gam any 
rehef from disability due to ankylosis of the nght hip Her 
history was as follows The trouble began at the age of four 
years with pain m the right hip The pain gradually grew 
worse and she began to limp Tuberculosis of the right hip was 
diagnosed and she was put on an extension hip jomt brace She 
wore the brace for some time and then as the hip improx ed 
the brace was discarded When patient was seven years old 
the hip had contracted mto a position of adduction and flexion 
and w as bothering her m her walking so she w as taken to a sur 
geon who operated upon her As nearly as can be determined 
the adductor tendons were divided and the hmb put up m plaster 
in abduction Plaster cast was left on for six months and when 
it was rcmo\ed there was considerable improxement m the posi 
tionofthehip As time went on however the deformity gradu 
all\ returned and became so marked that she was compelled to 
w ear an extension shoe whichshehaswomfortwenty years 
Examination on Apnl 6 1922 Patient w as a w ell nourished 
healthy adult who walks with a marked hmp Her occupation 
was that of a school teacher which necessitated her bemg on her 
feet for a large part of the day WTiilc she could get about well 
witli an extension shoe and by using a cme her nght limb became 
V cry tired and she had so much pam and backache at the end 
of the day that she feared she would have to give up her position 
There was no pain m the hip joint other than that due to the 
position m w hich she w alked Heart lungs and kidney s normal 
All blood tests and unne exammations ncgativ e 

Examination of nght hip The right hip joint was ankvlo ed 
m a position of 70 degrees flexion and 40 degrees adduction The 
nght leg was about 6 inches shorter than the left although it 
1739 
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was impossible to give e-^act measurements because of the ex 
treme deformity She was weanng a 5 inch extension shoe 
Examination of spine When standing a definite lordosis and 
a marked left lumbar and slight nght dorsal spinal curv ature was 
present The whole lumbar region was tender and there was 
marked spasm of the spinal mu&cles Patient limped very 



distmctly in walkin" and each step caused a certam amount of 
discomfort after some exertion x Ra> of the hip showed a com 
plete destruction of the head of the nght femur and bon> ankylo 
sis with the pelvis (lig S16) 

This case presented the problem of attemptmg to relieve 
severe pain m the right side and back which was becoming sev ere 
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enough to threaten her to earn her li\ elihood It as 

explained to the patient that the back pain which was realU 
her gravest symptom was due to the distortion of the spine 
which in turn was dependent upon the deiormiU of the hip- 
joint She w as vnformed that the onlj w a\ m which this could 
be o\ etcome v. ould be bv an operativ e procedure upon the ankv 
losedhip ]oint with the idea of correcting its po ition 

Three procedures were considered one a subtrochantenc 


osteotomy two artbroplastj uponthehip-joint three theforma 
tion of a new joint below the site of the original joint in the tro 
chantenc region The objection to the first method was that if 
successful It would leave her with a straight stiff hip which 
would make sitting at a desk difficult and cause considerable 
bad strain the verv condition we wished to eliminate The 
SKond procedure presented gta^c difficulties as the destniction 
of the head n as so complete as to lca\ e little material for foraim? 
a new one and m addibon it did not seem adnsable to do an 
arthroplastj upon a tuberculous joint as there might be a po* 1 

cision"' runni^g^frok'le ami b> an m 

portion of the great trocbani ^P'ne to the posterior 

the postenor marem of jc" 

This incision allowed then Z™"' making an oblique an le 
exposed b of the femur to b< ea . 1 , 

fascia fcinons n the gluteus mciliu anil tin or 

backuardTo the 1. <>'' “I"’"' 

'■P of the trolLr" T*" 

medius and mim ^ miiv-lr the Iiiimi 

turned back (ri™si 7^ ' 

Was thcn,I„ “ V'^ "nosteotmn} thrm b tbi Inibintif 
then done ,be f„m. „Za ciri I- ,f it - .0 i ,1 , 1 , 
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o£ bone being tetno\ ed The idductors were then divided subcu 
taneously and the le^ brou^t dow n into complete extension and 

l A 1 agr m ( the h p n 
tb ca e drawn fr m the x ray 
pi te Note th I ct o f 
th j t and the I d of the 
f m Comptet bony a kylo 


2 Th g cat troch te 
w th tb sert on of the gl 
teal mu cl it d ba k 


3 At cha t c t t my 
th n pc fo med nd th bo 
end smooth d a d a lo t fa h 
I ed 


4 A h U then t d 
down and pc f B er 
memb a se ted betwe n the 
t dsofth bones 


5 Th g It hante 
th n road f t to th ppe nd 
of the ( m Th 1 g put p 
bduct n » ll bo t 15 
pou d f t t 



Fg 817— Th steps fthe pe to nth-^cae 

abduction The bone surfaces were then carefully rounded off 
and a shelf turned down from the upper fragment to afford a 
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more cup shaped articular surface A piece of Baer s membrane 
was then carefully sutured around the distal fragment which 
now corresponded to the head of the femur without an> neck 
The tip of the trochanter with its attached muscles was next 
brought down and fastened to the distal fragment and the incision 



Fig 818 — ^Thc X niy plate after operation 


dosed b> lajcrs A dram of rubber tissue was put m and left 
two da>s 

The patient w as immcdiatelj put upon a Bradford frame w ith 
12 pounds of traction with the leg m abduction Stitches w ere 
removed m eight da>s and inasion closed cntirel> except at one 
pomt where there was a little drainage Passive motion was 
begun on the tcntli da> Bj the beginning of the third week the 
patient commenced to move the hip hcr«cU and from this time 
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